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FOREWORD 


Efforts to improve the well-being of children reflect not only 
a humanitarian concern for the deprived and the handicapped, 
but also for the positive contribution all young people must 
make in the future economic and social development of the 
country. It is now widely recognised that children are to be 
viewed not merely as objects to be protected by appropriate 
social policies and welfare services but also as seedlings of 
future human resources, who must be carefully nursed and 
nurtured so that in time, they are able to contribute to the 
country’s development efforts. Moreover, programmes for 
children are an important instrument of social justice, providing 
children of poor families with the nutrition, health care, educa- 
tion and welfare services they need in order to compete on 
more equal terms with children of well-to-do families. By 
affecting income distribution, these programmes help to reduce 
inequality of opportunity between the rich and the poor, 

This reasoning and philosophy have formed the basis for 
adopting a momentus and much-awaited Resolution on 
National Policy for Children by the Government of India in 
August 1974. The resolution recognises children as the 
nation’s “supremely important asset’’ and declares that the 
nation is responsible for their “nurture and solicitude”. It 
further spells out the various measures to be adopted and prio- 
rity to be assigned to children’s programmes with a focus on 
certain defined areas. The Resolution, /nter ala, provides for 
the constitution of a National Board for Children under the 
Chairmanship of the Prime Minister. The Board will have 
advisory and coordinating roles to perform in relation to pro- 
grammes for children in the country. 

The same emphasis is reflected in the Fifth Plan approach 
where the major thrust of the Social Welfare Sector is on the 


expansion of preventive and developmental programmes for 
children by launching the Integrated Child Development 
Scheme (ICDS). The package of services to be provided 
through the ICDS will lay emphasis on suppiementary nutrition, 
immunisation, health check-up, referral, nutrition and health 
education. The programme is expected to be implemented 
in about 1000 rural and tribal community development blocks 
and urban slum areas during the Fifth Plan period. 

A ‘Nationa! Centre for Child Development’ has been set up 
by reorganising and strengthening the Central Institute of 
Research and Training in Public Cooperation, which will shortly 
be renamed as the National Institute of Public Cooperation and 
Child Development. The Institute will function as a training, 
research, documentation and analysis base for policies and 
programmes affecting young children in the country. In 
persuance of these functional responsibilities, one of the pro- 
jects undertaken by the Institute was that of compilation of a 
source-book on the child in India. The need for such a source- 
book has been keenly felt by all those concerned with child 
welfare in India as the relevant data on child were scattered 
and fragmentary. The present book is modestly designed to 
meet this need. With its coverage of children of 0-14 age 
group, the book, in a way, supplements another excellent work, 
The Young Child-Indian Case Study, by the UNICEF-SCARO, 
covering children of O-6 age group and to be published 
shortly by the Institute. ; 

The book begins with a demographic profile of the child 
in India and proceeds to discuss the present status of the child 
in terms of health, nutrition, education and general welfare; 
analyses the Government of India’s response to the problem; 
reviews the progress in meeting the problem: and concludes 
with a futuristic perspective. !t was not the intention here, nor 
was it feasible in a document of this type, to cover compre- 
hensively all aspects of child development. Rather, our hope 
is that the document will help the reader gain a better under- 
standing of this complex and diversified problem by highlighting 


its selective aspects and prepare the ground for a more com- 
prehensive work in this area. 


The book is divided into six chapters and contains 45 tables, 
drawn and adapted from various sources. It also contains 25 
charts to lighten the text and to make various points more 
vividly than words can do. The audience for this source-book, 
will presumably be planners and administrators in governmental 
units, and in sectoral ministries, research and training institu- 
tions, professional! groups and non-governmental! organisations 
concerned with various aspects of child development. It is 
hoped that the book would be found useful by them. 

The publication of this work has been hastened to meet 
the deadline to make available copies for the UNICEF Board 
Meeting in New York in May 1975. As such it is not unlikely 
that certain errors or ommissions might have inadvertently 
crept in. These, if any, will be weeded out in the subsequent 
edition of the publication. 

| would like to record my appreciation of the labour put 
in by Dr. Subhash Chandra, Specialist at the Institute, who was 
in-charge of the project and mainly responsible for the pre- 
paration of this report. He was ably assisted, in this task, by 
a team of Research Assistants consisting of Km. Amulya 
Satpathy, Shri N. R. Moorty and Shri M. S. Yadav. 

| would like to thank Shri P.N. Luthra, Secretary, Govern- 
ment of India, Department of Social Welfare, for the trust and 
confidence reposed in the Institute and encouraging us to play 
a meaningful! role in the very critical area of child development; 
and to Shri M. S. Dayal, Deputy Secretary, for taking 
immense pains to go through the volume critically and clearing 
it expeditiously for publication. Our sincere thanks are also 
due to Shri S. J. Dubey, Manager, Delhi University Press, 
for taking up the job ata short notice and completing it excel- 
lently in a record time of ten days. 


New Delhi B. CHATTERJEE 


May 8, 1975 Director 
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“Our century is called the century of nuclear power and 
air and space travel. This is true of course, but | would 
prefer to call it the century of the child”. 


— Indira Gandhi 
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CHAPTER | 


A Demographic Profile of the Child in India 


“To plan when population growth is unchecked is like 
building a house when the ground is constantly 
fiooded. Family planning is an essential! part of our 
strategy of enlarging welfare. Greater welfare is in 
fact the only reason for family planning, and we need 
it, not because we are against more children, but 
because we want every child to have the best opportu- 
nity possible in life”. 


—Indira Gandhi 


A demographic profile of the Child in India may well begin 
with a statement of some broad demographic features of the 
Indian population. 


Population Growth 


In the world today, India ranks second in population num- 
bers (Communist China tops the list with more than 750 
million people) and seventh in the land area. That is, with only 
2.4 per cent of the world’s total land area, India has to support 
14 per cent of the world’s total population. 


India’s population began to increase rapidly only during 
the last half a century. The year 1921 proved to be a great 
divide in the history of India’s population (Chart |). From 1921, 
the fertility and mortality pattern began to vary considerably. 
With the advent of economic development and relative improve- 
ment in medical facilities, mortality rates began to register a 
steady decline. In a sense, after 1921 India’s population 
became quasi-stable witha declining mortality and a stationary 
or slowly declining fertility, resulting in an ever-increasing 


demographic gap. 


in brief, India’s population increased from 236 million in 
1891 to 251 million in 1921, only a 15 million increase in 30 
years because of famines, epidemics, and the world-wide 
influenza epidemic of 1918-19. But during the next 20 years, 
the numbers increased by 110 million and during the succeed- 
ing decade 1951-61 by 78.1 million. During the last decade 
1961-71, the population registered a growth rate of 24.8 per 
cent and a net addition of 108 million—the highest experienced 
in any decade. This net addition of 108 million persons should 
be viewed in the light of the fact that Japan’s total popula- 
tion is 103 million. 


The main reason for the rapid increase in India’s population 
is a decline in the death rate and not an increase in the birth 
rate. Chart 2, for instance, shows that the birth rate, which was 
around 47 in 1921 and 41 in 1961, has come down to 39 in 
1971. But the death rate which was around 36 in 1921, and 
22 in 1961, has come down to 14 in 1971—a decline by more 
than one third in a ten-year period. 


India has a young population, for according to the 1971 
Census, 42 per cent of the total population of 547 million 
people wasin 0-14 age group. As the rural urban ratio was 
80:20, out of 230 million children in India, about 188 million 
lived inrural areas. There were about 115 million children in 
the age group 0-6 years, constituting about one-fifth of the 
total population (Chart-3). While distribution of the young 
child population by rural, tribal and urban areas is not 
available, it has been estimated that in the O-6 year age 
group there were 6.9 million in tribal areas, 85.1 million in 
rural areas and 23.0 million in urban areas in the year 1971.2 


Thus, young and more fecund people predominate the 
population composition creating an unfavourable age-struc- 
ture (Chart —4) with a large proportion of juvenile population, 
resulting in a high dependency ratio. Because of this low 
ratio of adults to children, India’s labour force has been 


2 


increasing at a slower rate as compared to total population 
increase. 


Mortality 


India’s present overall crude death rate stands at about 14 
per thousand (Table: 1). It does not compare very well with 
other neighbouring countries as Sri Lanka, Malaysia, or Taiwan, 
all of which have mortality rates less than one-half that of India. 
Nevertheless, it represents an extraordinary improvement over 
the past (48 per thousand in 1920). 


However, this mortality rate is distributed quite 
unevenly in India. People in the extreme North (Punjab) and 
the extreme South (Kerala) live longer, having crude death rate 
of 12 and 9 per thousand, respectively. At the other end are 
U.P. and Rajasthan, with mortality rates of about 24 to 20 per 
thousand, respectively.? 


Similarly, the death rate in rural India is around 17 per 
thousand, while in urban India, it is around 10 per thousand.’ 
This means that the average child born in an Indian city or town 
can look forward to living about 60 years, compared with 47 
years for his rural counterpart. The limited number of local 
health surveys available all indicate that lower socio-economic 
groups suffer from mortality rates one and one-half to two times 
as high as those of their more privileged counterparts.4 


While the crude death rate has fallen by more than two thirds 
over past fifty years, i.e. from 48 per thousand in 1911-21 to 
around 14 per thousand now, the infant mortality rate has 
registered far less dramatic irnprovement and it fell by only one- 
half as much during this time, from 220 to just under 140.5 
As a result, the differential between infant and adult mortality 
is now significantly greater than it has been in the past. 


In India, young children remain the most vulnerable group in 
the population with 40 percent of all deaths occuring in the 0-5 
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age-group. Nearly 14 percent or one-seventh of Indian children 
die before they reach their first birthday. In India a baby is born 
every second and a half, or 21 million births a year and some 
eight million persons die every year. Of these deaths more than 
two million are below the age of one year (Chart—5). Thatis, 
about a hundred infant deaths occur for a thousand live births in 
a year. 


There are substantial gaps in precise knowledge of the 
causes of child mortality, as most of the events are non- 
institutionalised or are not attended by any recognised doctor. 
According to Prof. Chandrashekhar, neo-natal deaths (those 
within one month of birth) are primarily due to pre-natal and 
natal influences such as immaturity, birth injuries, conjenital 
malformations etc. Table: 9 gives a rough picture of the 
causes of child mortality. 


Child Morbidity 


Morbidity data available for the country at present are very 
scant. In India, no general health survey has been carried out 
so far at the nationa! level. The limited number of local health 
surveys available all indicate a high morbidity rate among 
children. Though malaria has been almost eradicated, small 
pox brought under control. and several other major killer 
diseases made non-consequential, serious, if not fatal diseases 
still strike the young child hard. It is estimated that 75 per cent 
of the child population can be classified as ‘not healthy’ due to 
major and minor illnesses. 


Environmental sanitation is considered vital for child 
Survival. High morbidity rate among children is largely attri- 
buted to unfavourable and insanitory environmental condi- 
tions, obtaining particularly in urban slums and villages. Many 
infections in childhood like diarrhoea, dysentry, cholera, typhoid 
and hepatitis are caused by ingesting infected food. Children 


of the age-group 0-5 are the primary victims of these 
infections. 


4 


Weaning is another critical period in the life of Indian 
children. About 56 per cent of illnesses treated in health centres 
are related to intestinal infections, respiratory complaints(com- 
plicated by malnutrition) and nutritional disorders of various 
types. Even where death or disablement does not result, it 
is obvious that enormous human suffering is entailed, besides 


the loss in growth, health and efficiency and sheer wastage of 
human resources. 


On the other hand, children who survive the first month of 
life but die before they complete one year, usually succumb 
to post-natal influences such as the various epidemic diseases, 
diseases of respiratory system, faulty feeding and the environ- 
mental factors. Thus, deaths in the second to twelfth month 
are largely attributable to preventable causes, i.e. factors 
associated with nutrition. environmental conditions and 
domestic sanitation.® 


A perusal of the infant mortality trends during the last 
seventy years in our country and in certain selected countries 
of the world (Tables: 7 & 8) reveals, on the one hand, the 
ohenomenal progress made in these countries in ensuring infant 
survival and welfare, and on the other hand, India’s unenviable 
position. Though, a child born in India today has a better 
chance of surviving infancy and childhood than a chiid born 
20 years ago, and there has been a steady though slow in- 
crease in the life expectancy during the successive decades 
since 1901, and accelerated increase during 1951 -60 (Chart-6), 
the fact cannot be glossed over that India even today has an 
infant mortality rate not less than 5 to 6 times that obtaining in 
the advanced countries of the world. 
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TABLE 1 


Estimated Birth Rates and Death Rates (1901-70) in India 


Year Birth Rate Death Rate Growth Rate 
(per Mille) (per Mille) (per Mille) 
1901-1910 48.1 42.6 55 
1911-1920 49.2 48.6 0.6 
1921-1930 46.4 36.3 10.1 
1931-1940 45.2 mo BP 14.0 
1941-1950 39.9 27.4 12.5 
1951-1960 41.7 22.8 18.9 
1961-1970 39.0 14.0 25.0 


Source: Family Planning In India—Programme Information 1971-72; Govt. 
of India, Ministry of Health & Famiiy Planning. 


TABLE 2 


Life Expectancy (1901-1980) 


i 


Year Expectancy of Life at Birth 
Males Females 
TT is ee ea 8 a ree 
*1901-1910 22.6 23.3 
*1911-1920 19.4 20.9 
*1921-1930 26.9 26.6 
*1931-1940 32.1 31.4 
*1941-1950 32.5 CHET) 
*4951-1960 41.9 40.6 
**1961-1965 45.7 44,3 
**1966-1970 48.2 46.0 
**1971-1975 50.7 49.3 
**1976-1980 53.2 51.8 


ee 


*Census of India, Paper No. 1 of 1962, 1961 Census. 


**Bevised population Projections in the light of 1971 Census. 
Source: Census of India, 1971, Registrar General’s Office, Government of India. 
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TABLE 3 


Age Stucture—1971 (in millions) 
Sex nee Sex 
Age Group Males Females Age Group Males Females 
0-6 58.8 55.9 40-44 15.0 13.3 
7-11 38.7 36.1 45-49 12.4 10.4 
12-14 20.6 17.9 50-54 11.1 9.4 
15-18 22.4 19.8 55-59 6.7 5.8 
19-24 24.2 24.0 60-64 7.4 6.8 
25-29 20.0 20.5 65-69 3.5 3.2 
30-34 18.1 17.9 70+ 6.3 6.1 
35-39 174 15.7 


Estimated from 1% sample data, : 
Source; Census of India 1971, Part-II Special, Registrar Generals Office. 


TABLE 4 


Population Projections (In Millions) 1972-1981 
—_—)————— —SSSeSesSeseSssssSSESee 


Sex Sex 
Year Males Females Total Year Males Females Total 
1972 288.8 269.2 558.0 1977 318.9 297.0 615.9 
1973 294.9 274.8 569.7 1978 324.5 302.1 626.6 
1974 301.0 280.5 581.5 197S 329.9 307.1 637.0 
1975 307.2 286.1 593.3 1980 335.3 312.0 647.3 
1976 Sis:o 29137 605.0 1981 340.5 316.9 657.4 


— See 
Source: Expert Committee on population Projection—Revised Estimates after 
1971 Census, Provisional Totals 1972. 
TABLE 5 


Percentage Distribution of Children & Youth-India 1971 


SR 5 il Essa, — ’ 


Sex 

Age Group Males Females Total 
SS ee 

0-6 10.8 10.3 21.1 
7-11 7.1 6.6 43:7 
12-14 3.8 oH] 4.1 
15-18 4.1 3.6 Tr 
19-24 4.4 4.4 8.8 
Total (024) 30.2 28.2 48.4 


Estimated from 1% Sample Data. 
Source: Census of India 1971, Registrar General’s Office. 
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TABLE 6 


infant Mortality, Neo-Natal Mortality, Post-Natal Mortality-NSS, 19th Round, 
July 1964—June 1965 


OO Oochw 


Rural Urban 
Mortality — 
Males Females Combined Males Females Combined 
Neo-Natal 68.98 57.64 63.49 53.08 35.40 44.56 
Post- Natal 49.63 52.49 51.01 35.65 35.07 35.37 
Infant 118.61 110.13 114.50 88.73 70.47 79.93 
Definition: 


(1) /nfant Mortality: Number of deaths under one year of age in a_ year per 
1000 live births of the same year. 


(2)Neo-Nata/ Mortality: Number of deaths under one month of age per 1000 
live births of the same year. 


(3) Post Nata/ Mortality: Number of deaths under one year but over one 
month of age per 1000 live births of the same year. 
Source: \nfant Mortality in India, SRS Analytical Series No. 1, 1971, Registrar 
General's Office, India. 


TABLE 7 
Infant Mortality Rates In Selected Countries, 1965 


Country Infant Mortality Country Infant Mortality 
Rate/1000 Rate/1000 
India 101 New Zealand 20 
Portugal 65 Japan 10 
Spain 37 Australia 19 
U.S.A. 25 England & Wales 19 
France a2 Sweden 12 


Source: Infant Mortality, Population Growth and Family Planning in India 
by S. Chandrasekhar. 


TABLE 8 
Registered Birth Rates and Infant Mortality Rates In India (41901-1970) 


Year Birth Rate per mille Infant Mortality per mille 
1 34.6 202 

eet 38.6 205 

1921 32.0 198 

1931 34.3 179 

1941 32.1 158 

1951 24.9 123 

1961 23.1 83 

1966 41.0 ol : 

1970 39.0 113 


i 


*Average of five years. ‘ ; 
P $e Infant Mortality, Population Growth and Family Planning in !ndia— 
S. Chandrasekhar. 
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TABLE 9 
Percentage Distribution of Deaths, Age & Sex—1969 


Age Group in years 0-1 1-4 5-14 
Cause and/or “er 
Prominent Male Females Males Females Males Females 
symptoms 
Violence or Injury 0.3 0.5 42 1.4 12.5 6.7 
Diarrhoea 7.0 7.3 17.4 16.9 16.0 16.5 
Cough 19.1 18.2 26.2 26.4 4727) 19.1 
Swellings 9.9 “fel 4.5 4.5 6.5 5.4 
Fevers 10.6 13.6 36.0 36.0 37.6 42.2 
Other Infant Deaths 53.6 50.4 a — -— — 
Other clear 

Symptoms 6.7 6.8 3.0 ZA 4.7 2.8 
Others 1.8 2.1 10.6 a [Pd 5.0 7.3 
Total 100.0 100.0 100.0 100.0 100.0 100.0 
Percentage of 

Deaths 21.4 2iez 15.3 18.5 6.7 7.2 
Per cent Total Deaths 21:3 16.8 6.9 


Source: Model Registration, Report on Survey of Cause of Death 1969, Vital 
Statistics Division, Office of the Registrar General, Government of India. 


TABLE 10 


Percentage Distribution of children (0-14)—India 1971 


—--———_—. $ 


Persons 
Age Group 

Males Females Total 

Below 1 Year 1.5 1.5 cy 3.0 
1-3 4.2 4.1 8.3 
4-6 ys | 4.7 9.8 

0-6 10.8 10.3 ds | 
7-11 TA 6.6 13.7 
12-14 3.8 3.3 7.1 


0-14 21.7 20.2 41.9 


See i ee 
Estimated from 1% Sample Data 


Source: Census of India, 1971, Registrar General's Office. 


16 


‘elpuj ‘J@UOISSIWUWOZ) SNSUeD pUe jeJaUdD Je’JsIBeYy ‘ZTZG6/ JO € 4edeg ‘| Salas {761 elpus ;O snsuaD :82INDS mm 
= 


AA 7 8EG9'0t = 8EO'7TZ——s«LG'ZHS«HB‘OG «=—s«ZES’9G ~—s BLO'LEL =PBELL'L OLB'BL'L GZ'0E'% VIGNI 
£0'0 €€ 6E LL vs oie) 60L z6 v6 981 Auayo|pudodg 
Lo"0 = = ee 9 L el 9 L el deampeysye7 
90°0 Ov Lv L8 LZL GZL 9vz O91 £9L Le nig B ueweg ‘eco 
620 vs9 67Z €se'l £8 LOL 88st Lol oes LLg‘L 1Yje@q 
L0.0 = ae a Lt LL ve LL LL ve aaeH sebenN 8 eipeg 
z0'0 8€ ev 08 v g 6 Lv Sv 68 yeBipueyd 
€0°0 z € S 98 88 vLL 88 L6 6LL ysepeig jeyoueuniy 
L0°0 v v 8 ra SL Ge aa zz vv weQOdIN B uewepUuY 
Lv'e L98’L L707 888'e e6v'L L79'L OZL’SL vGe'6 vo9'6 80061 jeBueg Ise 
SL'9 Ozr'z GL9'7 G60'S O9L'pL OLL'ZE OLB’LE G6LL'LL = =98Z'6L = S96'9E ysepeig 1e) 
E10 ce ze v9 80€ 9LE vz9 6EE 6vE 889 eanduy 
v8'z 9622 LGe‘Z Lv9'bv S0v'S GL6'S GI6‘OL OOL'L 798'L Z9S'SL npen wel 
80°Z EL6 0z0!L €e6'l 88r'v 096" 8vv'6 LOov’s 086'S L8e'LL ueyiseley 
ZO'L S6S v99 6S7'L €Z0'7 TLE‘ Gee'y Lio’? LL6‘Z v6S'S gefung 
OL'L LSE BLE GEL 897 v L627‘ 6S9'8 979'r 899'v v67'6 essiiQ 
¥0°0 ZL 8 Sl 68 z6 ISL 96 66 961 puejeben 
80°0 62 87 4g L6L €6l . vse 022 L@z lbp eAepybew 
80°0 LZ c SS 002 L0z Loy L2z 677 9Sp andiuew 
08'€ ZE8'7 GLO’E Lv8'S 6vE'L vv9'L €66'V1 ISL‘OL 69901 Ovs‘oz eayyseseye yy 
wee y9e'l S8v'L 6v8'e OLb'L v8s8'L vGe'Gl ves’s 69€'6 €07'8t ysapeig eAYPeW 
Lg'L Acts) LL9 EZE'L 86G'E vL9'e ZLO'L 0S2' GvE'v S698 BIPIay 
LeZ 600'L Lvv'l 998°2 vLL'v S08" 6L9'6 €8L'9 zS7'9 gev'Zl ByeEUIEY 
9£'0 ZL G8l LSE L8L 9€8 €z9'L 6S6 LZ0'L 086'L sjuysey B nuwer 
92'0 Lv bv S8 L99 089 Lve'l LOL SZL 9z@r'l ysepeig |PYOeW!H 
G80: 7GE 68€ Lyd vL8'L §80'C 668'E 991'Z vLy'c Ovo’ eueAleq 
OL? ver'l ylg'l 800°€ vL0'v ZLb'y 98b'8 40S’ L86'S ver’ bt yeaeing 
8e'P RLO'L €07'L L827 ZLv‘OL LOg'LL = Ebd’Le = =6 BLL «= GOG'ZL_——s PGG'EZ seYIg 
8z'L LSZ blz Les vLZ'e g9z'€ 6Lv'9 LLb’€ 6eG'€ OLO'L wessy 
LZ’ Leg'l 089'L LIE’ LLO'L GLZ'L c67'vL = WLL'SB g68'8 60941 ysepeig erypuy 
Bipuj jo Uoly 
-ejndod j2j0} oy} sajeue, sae je}O] sajePwe, sejew jej0] sejewe4 see jB1O] 
01 (pL -0) Yespyyo - an aeons AiOy8 | 
jo 96e1U9910g ueqir) jeany jeio] uoiul/aelg 


<exensrnssthionsnenedsenceneminsiictmnia ni tema eeaenssanenep cts sicecstanaaciadanitastlntatitsttcatcsa imettaaattes tLe LEAT) 


(spuesnoy) WW) 
LL61—esim-ajelg vonngusig ebejuarieg pue (p{-0) Uonejndod Py'YI—LL FVAWL 


‘ ae" 


“eipuy ‘“AUuOIssIWWUOD sNnsuag pue 


jeiauey seysibey ‘elseds || Wed ‘| Sales “LZ6L elpu] jo snsueg ‘aaunos 


‘eyep ajdwes 


LOL? Lvz‘0z GSS" iz COL Cv 
COL 9Vv9'E Lviv €6L'L 
GOEL 8rL'9 927'L vLE'EL 
v60c €S8'6 é8v'OL GEC‘0~ 
cl Sir’ yss'y 79€'6 
Co LL GLE’ 86g’ e460! 
eIpul 
ul uonejndod = sajewe, sojew jeq1oL 
j230} el} ——_—- 
6} o3Gejus1a4 ueqin 


(spuesnoy} 41) 


sojewes 


v6 L'96 
6Lr'9L 
9H‘ Le 
687'Si 
96L'%C 
€60'ST 


sojeW 


jeany 


e76'S8'L 
v99'0e 
6€8'09 
6LY'v6 
868'Er 
LZG‘0S 


GL6'60'L 
Les’ZL 
LOL‘9E 
€86°SS 
083’Sz 
€0v‘0E 


sajewe 


6v0'8L'L 
97907 
7S9'8E 
LLL‘8S 
6L9°LZ 
TEO'LE 


sojeyw 


[e}0] 


LL6L epuj—(sieak p10) veipyiys yo voRNquisiG 


eLatavl 


yuad sed | .uod pajewljsy ‘azo/y 
VZ0'87'7 vL—-O 
LGb’se bI-cL 
EL8'bl LL-Z 
vSL'vL 9-0 
697'ES o=V 
S6r'L9 €-0 
Je10 | 
aby 


18 


19 


‘RIPU| JO JUBWUI@AOD ‘suey BWOH JO ANSIUIW ‘eIpU ‘JE49UaD sesysIBey 94) JO 9d1jjO ‘SUOHDfO1g UONe|Ndog ey} UO Oday “eI/NES 


Pc NN hae EATEN SS Sie ae NC A SM, Desai Ot ed JIE RROD eR se rt ne BS eS ee SSPE 
BEZ'LZ'L GOG’87’L EPL'Gh'Z GLZ'EL'L OGL’9Z'L Gzb’Sr’'? EZE'LL'L OLB'EZ'L EEL'LY' E6E'SL'L per'LZL LEB8’9Ec PI-O 
Z9L'9E LGZ’8E 6 Lob v6e'Se e92'Le LS9°CL O£9’ve GLZ'9€ S06'0L GZ8’€€ L67'SE cLL'69 = WL - OL 
ZEv'Ov 6L6'%V LGe’es 899'6E 060'%r 8SL'18 806'8e L9Z' LY GLL'08 LSL'8e éSb'Ov 609°8L os 
vr9'ry 67E'Lb €L6'16 EL’ vb L6L'9v OLO’LG G8L'ev 892'9r €S0'06 LOe’er SvL'St 90168 v-0 


ne ae ne SRT Sa Te a Seen Ee ES ee Re Se ee eEEEEEEERERER 


sojewe 5 SoleW BIOL 


sojewe soley jel] sojewe sojew jP1OL sejewie4 sojew je1O] 


GL6L vL6L €L6L ZL61L aby 


(spuesnoyy ut) 


GL-ZLEL PIPUT I—seaA Yoea Jo YoIeEp 38] UO Se xag pue aby Aq (s1eah p1-Q) UaIpjIYD JO SUONIe/Oig /SEIBUINSZ /PNUUY 


€Lalavi 


BIPU | JO JUBWILUBAODD ‘SHL}}W SUO} JO ANjSIUIW ‘2IPU] JO |BA9UaD sesiBey ‘7761 sequacseg-AINC ‘y BE ‘ON ‘IA ‘IOA ‘UnAIING SYS ‘easn0S 
"SOUO WUE; UOIUA pue jeBueg sep, ‘essuG ‘puRjebeyy ‘ysopeig eAypey ‘ysepesg jeyoeWIH “WeYIG sepnjoxg,, 
“S@uOUNe] UOIUF pUe jeBUueg sayy pue NpeN jiwel ‘essuQ ‘puejebey ‘ysepesg eAYpeW ‘YySepeig jeyoewi}, ‘eueAweY ‘WeYIg sepnjoxg, 


ve 8v Se Lv SVL Sejewey 

0c 8e 103 vr cel - SsaeWw 

(x4 ev ce ev OvL S}UBJU] IV 
**696 1 

Le ev 82 Ov SEL sejewe, 

Le 9€ ee 9v 9EL serel 

v~ 6E Le ev LEL S}UBJU] IV 
+8961 

syjuow ZL-~£ syjuow g—-sAep 67 sAep 8L-/ sAep / 
i i aN NR hE Io RR ee See BSR OF STAI GSE EES Ayyjeyvow jueju] JeoA 
(syuiq eAl] OOO’, 49d 9a}e1) sjuejul jo aby jeJOL 


fein :xag Aq quauodwoa sy pue Awewoyy jueju] 


20 


bl 318V1L 


——_—_ 


€€L'0S L9v'8S 009’80'L 
ogg’! 9E9'L 98L'€ 
LEL’L Gvc'L glee 
LL6 6LZ'L 961L'C 
979'L QELS COLE 
8ve'L 7279'S OLv'v 
Zeve G82‘ LOL'S 
0S0’€ v08’e vs8'9 
v6E'e L8L'p 18° 
cel'y Z6L'V S768 
69L'b SvLl’S vLS’OL 
986 7v6'S 8Z6'OL 
89e'9 BLL'L 98r'eL 
gS0'L BLL €£9'vL 
%Z8'9 BSL'L 786'EL 
sojewe4 soley jejO] 
ueqin 


21 


‘RIPU] “JUOISSIWWOD SNSU9D # [eAUID JeNNSIBeY ‘jeIDedg ‘j| Hed ‘| SEES “LL6L ‘elpu] Jo snsuag /82/N0S 
“eyep ajdwes %j{ wo peyewiisy /azo/y 


Ov6'7L'C €S6'E7'7Z €68°9E'P €L0'€9'~ OZr'78'~ e6r'Sv’s 
608'2 G7é2'8 vEO'OL 6SE'6 198'6 O7Z'6L 
LOLS €91'9 OLS’ Li 8€8'9 80r'L ove’ 
9€8'P G8v's LZE‘OL €L8’S vOL'9 LIG‘ZL 
ZOL'L 8e6'8 OOL'9L 88E'6 PLO'LL 79V'07 
979’8 9EL'6 797 81 vLE'OL 8SE'ZL CELT 
€€8’0OL OSL’LL €89'7Z GS7'EL GEO'GL 06282 
8z9'Z1 ZLEEL 0v6'97 8L9'SL OLLLL v6L'CE 
eSS'VL LEG’EL e8r'sz 9v6'LL SLL’SL v90'9E 
g0v’9L 92'S 7Z9' LE 6EG'07 800‘0Z Lys'0v 
Srvs’Sl L69’GL 9eg'Ze VLO'LZ 9Er' LZ 0S0’Ev 
60e'LL LLE‘6L 079°9E G6Z'7Z €G7'S~ 8ro'Ly 
OLY'SZ €ZL'87 €ei'vs SLL'Le Lv8'S€ 619°L9 
€69'CE Lv8've ver’ Lg 8v9'6E 6LY'eV L90'@8 
veL' Le Leg’ze GSE'v9 8rg'8E 68L'6E LEE 
deer ie ES Atel OE. Aa Ie et BOSE Bae SE 
sojewe4 sojeW jejo, = soyewie4 sojeW je1o, 
jeany je}O) 


(spuesnoyy uj) 


LZ6L elpuy ‘asnjonss-aby 


GL aTaVL 


sobe |IV 


J2AO pUue GQ 
v9-09 
6S-SS 
vS—-0S 


6b-SV 
vr-OV 
6e-SE 
ve-Of 
6c-SC 


dnoib eby 


CHAPTER Il 


CHILD HEALTH 


“In the children of today tomorrow has its being. 
They are from year to year the human harvest, 
good or bad according as we men and women 
till the field of child life." 


—dJohn Galsworthy 


Health can legitimately be defined so broadly that it 
becomes virtually indistinguishable from general well-being. 
The World Health Organisation, for example, views health as 
‘a state of complete physical, mental and social well-being and 
not merely as the absence of disease or infirmity’’.2 


The impact of ill-health on the individual is far more widely 
recognised than is the impact of inadequate nutrition. Nutri- 
tion and infection are so closely related that the same sort of 
deleterious effects attributed to nutrition such as stunted 
mental and physical develooment—might with usual force 
be blamed on poor health resulting from other causes. 


Status of Child Health 


Although India even now is far from a healthy nation: 
its accomplishments in the field of health over the past fifty 
years have been impressive. Specially during the past two 
decades, commendable improvements have taken place in the 
health indices of the country. The achievement may be simply 
summarised by pointing to the crude death rate, which is now ~ 
one-third of what it was in 1920, and the life expectancy at 
birth which has gone up from 32 years in 1951 to 50 years 
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in 1971. Infant mortality, as noted earlier, has also gone/down 
from arate of around 220 in 1920 to the present 140 or ee 
(Table: 16). As a result of these improvements, the average 
Indian born today can look forward to living 50 years, com- 
pared to 20 years in the decade 1911-21.” 


The most easily-identifiable cause of these improvements 
in the post-Independence years is the series of campaigns 
against communicable deseases executed by the Indian 
Government. The National Malaria Eradication Programme 
brought the annual number of attacks down from 
70—80,000,000 in the early 1950's to under 100,000 by the 
mid-1960’s and the anti-smallpox vacination drive reduced the 
number of smallpox cases from 160,000 to 16,000 between 
1950 and 1970. Cholera deaths were reduced by two-thirds, 
from 280,000 during 1951-60 to 96,000 during 1961-70. 
Plague was virtually eliminated as a cause of death during the 
same period.® 


Despite all these achievements, the position is still far from 
satisfactory. The statistics on death rate, infant mortality and 
expectancy of !ife at birth, taken by themselves, may be seriously 
misleading. For they conceal tremendous differences in the 
incidence of illness and poor health among different segments 
of the population. The limited number of local health surveys 
available indicate that there are marked differences from 
one region to another, form rural to urban areas; and from one 
income-group to another. These inter-group health differences 
point to the existence of large seriously disadvantaged segments 
of Indian society |.e. young children, especially girls, from 
low-income or low-status families in rural areas. 


Young Indian children, like young children in all countries, 
are more likely to become il! or die than are adults. As noted 
earlier, nearly 14 per cent or one-seventh of Indian children die 
before they reach their first birth day. Any child reaching this 
landmark will have survived the first two crises of his life: 
first, the adjustment to the change from womb environment to 
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the contaminated outside world during the first weeks of life; 
second, the change from pure breast-milk to less digestible and 
often unhygenic food from outside environment, beginning 
about the third to ninth month of life. From these two high 
points, the risk of death falls rapdily, so that the five-year old 
child faces only around a 0.6 per cent of risk during the next 
year; the 10 year old child runs only a 0.2 per cent risk during 
his eleventh year. 


There are no reliable data on the exact extent of morbidity 
among children. But we have enormous indirect evidence of 
the extent @f morbidity by the observations of paediatricians, 
general physicians, research workers etc. A vast majority of 
common diseases occur in early childhood stages. The disease 
pattern in India has also shifted dramatically. While major 
epideinic diseases have been, by and large, eliminated as quanta- 
tively significant causes of death and ill-health, malnutrition 
lingers on as a significant behind-the-scene cause of death and 
disability. Epidemic diseases have been replaced by less speci- 
fic dysenteries and diarrhoeas, respiratory diseases, gastro- 
intestinal disorders which together account for over 50 per cent 
of infant deaths in India. A recent medical survey of a little 
over 200,000 school children showed 13.6 per cent to be 
suffering from malnutrition, 25 per cent from bad teeth and 
gums, and about 18 per cent from skin diseases. Many of 
the children examined suffered from all the three ailments. 


Many children are ushered into the world without the 
protection of medical services, grow up without medical 
supervision, and are reared by parents who have received no 
guidance from the community in the most elementary princi- 
ples of child health and care. On top of it, they have to contend 
with poverty, hunger, ignorance and disease. A UNICEF 
Report on health needs of the young child indicates that; “the 
lack of focus on the young child may be attributed to the 
scarcity of resources and other priority demands, the dispersed 
plus twilight status of the pre-school child, and the health needs 
of the young being less felt by the community.”6 
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The Indian child starts life a little weaker than the average 
European or American child—but as Indian Council for Medical 
Research Surveys point out—he is left far behind later on, 
and between the ages of two and five, his physical develop- 
ment is alarmingly slowed down by malnutrition and ill-health. 
Tables: 19-20 show that, while the one year-old Indian child 
Starts with a deficit of 1.6 cms. in height (about 2.3%); by the 
age of 5 years the deficit increases to 8 cms. (5.5%). The deficit 
in body weight is much more marked than the deficit in 
height. Thousands of children develop rickets, kwashiorkor, 
marasmus; millions suffer from nutritional anaemia, Vitamin 
A and B deficiency, poor eye-sight, and retarded mental 
development. 


At the heart of the problem of the young child, is the 
problem of the mother. One cannot be reviewed in isolation 
from the other, so closely are mother and child related. From 
the time of conception both mother and child need protection 
against disease and malnutrition. Maternity and child welfare 
services are, therefore, considered basic to the development 
of health of mother and child. The primary health needs, 
as determined by the experts are that, (a) every expectant and 
nursing mother maintains good health, learns the art of child 
care, has a normal delivery and bears healthy children, and (b) 
every child lives and grows in a family unit with love and 
security, has healthy surroundings, receives adequate 
nourishment, health supervision and efficient medica! attention, 
and is taught the elements of healthy living.® 


The prevailing Indian situation in relation to maternal! and 
child health reflects woeful inadequacy of achievements and 
immense ground yet to the covered. Women in the age group 
15-45 constitute nearly 22 per cent of the total population, and 
children in the age group 0-14 constitute another 42 per cent. 
Thus health needs of nearly 64percent have to be met. Of 
these only a small percentage is being reached at present 
through existing child and maternity health services. 
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Although there has been considerable decline in maternal 
mortality rates in India i.e. from 10.6 per thousand births, as 
estimated by the Bhore Committee in 1946, to the current rate 
of about 2.2,7 yet the high incidence of miscarriages, still 
births and maternal mortality among lower-income groups 
is a recurring phenomenon in India. Malnutrition and unhygenic 
maternity practices are mainly responsible for these. 


Until now, the Government has been putting all its eggs in 
one basket—the Primary Health Centre (PHC) complex, a 
concept that was first suggested in 1945 by the Bhore 
Committee. There is a PHC in almost every Community 
Develpment Block, but many of these centres suffer from 
achronic shortage of staff and equipment including medi- 
cines which are too often out of stock. A large number of 
PHCs are manned by personnel not suited to their job. The 
outreach of the PHCs in certain areas is so inadequate that 
less than 5 per cent women are served by them. The Bhore 
Committee’s recommendation of a 75—bed hospital for each 
PHC is still far from realisation. 


in the developmient of maternity and child health services, 
apart from finances, the non-availability of female personnel 
like auxiliary nurses, midwives and women doctors has been 
a serious handicap. Paediatrics, or child care is perhaps the 
most neglected aspect of health services in India. The 
number of hospital beds for children is far too short of 
the need. There were only 8,600 paediatric beds in 1968, 
when the requirement was of 16,500 beds. The recommended 
Mudaliar Committee norm of one bed per 1000 population and 
one doctor per 3000-3500 population is still not within reach 
(Charts 7 and 8). Attempts by officials to describe this as 
‘inevitable’ in a developing country is of little consolation in a 
situation where children comprise 42 per cent of the population 
and where, according to official figures, a survey at any time 
would reveal 30 per cent of school-going children to be suffer- 
ing from one ailment or another. 
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India’s health services have not only failed to control 
communicable diseases as evident from the rude shock of the 
recent Bihar smallpox epidemic, but even in programmes which 
are easier to implement, e.g. programmes to prevent blindness 
in children through the distribution of Vitamin A tablets, the 
control of maternal mortality by preventing anaemia in pregnant 
women through distribution of inexpensive iron tablets, or even 
in the case of control of goitre through the distribution of iodated 
salt, performance has been unsatisfactory. The provision 
exists for immunising children against smalipox and TB 
in the respective national programmes, but the protection 
against the childhood diseases of diptheria and whooping 
cough is not given at present on a routine basis. Hardly any 


attention is being paid to immunise children against tetanus 
and poliomyelitis. 


Meanwhile, the gap between rural and urban areas has 
been consistently widening. While 80 per cent of the popula- 
tion lives in rural areas, only 30 per cent cf the hospital beds 
and 20 per cent of the doctors in the country are available 
there. The country has still to evolve an effective health delivery 
system which will suit the socio-cultural environment of its 
rural communities. The problem gets further aggravated by 
numerous other factors, notably, traditions and taboos, age- 
old customs and beliefs, widespread ignorance of health 
practices, bad communications, and acute poverty. Again, 
there are serious gaps in the fields of health education, provi- 
sion of safe drinking water, sewage disposal and other areas 
of environmental sanitation. 


It can thus be seen that the gaps between the health 
services offered to young children and their mothers and 
services as needed by them are staggering. 


Child Health: Programmes and Services 


The directions and guidance provided by the Health 
Survey and Development Committee(Bhore Committee : 1946) 
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and the Health Survey and Planning Committee (Mudaliar 
Committee : 1961) have been the chief basis for health planning 
in India. The broad objectives of the health programme 
during the first three plans have been to:— 

(i) contro! or eradicate major communicable diseases; 


(ii) provide curative, preventive and promotional services 
in rural areas through establishment of PHCs and 
sub-centres; and 

(iii) augment the training programmes of medical and 
paramedical personnel. 


The First Five Year Plan (1951-56) placed maternity and 
child health services in the forefront in planning health pro- 
grammes and in curtailing high rate of maternal and infant 
mortality. The number of maternity beds was doubled to 
accommodate more delivery cases and to offer post-natal 
care for a longer period. Ten per cent of the beds were reserved 
for sick children. Training centres for doctors, nurses, midwives 
and paediatricians were strengthened with WHO and 
UNICEF assistance. Voluntary organisations were given 
more responsibility for the establishment and maintenance of 
a large number of MCH Centres and also for starting training 
programmes for auxiliary nurse-midwives, health visitors etc. 


The Second Five Year Plan (1956-61)2 highlighted 
nutrition as the most important single factor in health main- 
tenance. It recommended a nutrition programme on a priority 
basis for the vu/nerable groups of the population, such as 
expectant and nursing mothers, infants and children of school 
going age. Maternity and child health services were integrated 
with the PHC during the plan period. Paediatrics was 
identified as the weakest link in maternity and child health 
services, and remedial measures to ensure a steady supply of 
paediatricians were initiated. 


During the Third Five Year Plan (1961-66)}2 the process 
of integrating maternity and child health services with the 
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PHC complex received increasing support. Training pro- 
grammes for paramedical personnel, specially those required 
in rural areas, were accorded high priority. 


Under the Fourth Five Year Plan (1969-74)® the family 
planning programme was. accorded the highest priority. To 
make this programme more effective and acceptable it was 
suggested that the maternity and child health services be in- 
tegrated with the family welfare planning centres. These 
centres were equipped to offer immunisation, health check-up 
and nutrition services for young children and pregnant and 
nursing mothers. Table: 22 shows the quantum of existing 
facilities for maternal and child health services by the end 
of March 1971, as reported by the Ministry of Health and 
Family Planning. Another table (Table: 21) presents data on 
health and family planning institutions and manpower position 
from 1951 to 1971. 


The PHC is the keystone of the health network in the 
country. One PHC has been established in almost every one 
of the country’s Community Development Blocks (with a 
population of around 100,000 each). By 1970-71 the re- 
ported number of PHCs was 5,112. Each PHC has two 
doctors—one for health and the other for family planning— 
and a supporting staff of nurses, midwives, vaccinators, dressers, 
and other paramedical personnel. Below each PHC are five or 
six sub-centres (29,175 in 1971), each staffed by one or 
two auxiliary nurse-midwives and some supporting staff. 
These sub-centres serve primarily as out-patient clinics 
and as a base from which auxiliary nurse-midwives 
go out for delivering maternity and child health and care 
services. According to Health Ministry reports, this network 
receives nearly 200 million patient-visits per year and about 
40-50 per cent of child births are supervised by trained mid- 
wife, nurse, or doctor.’ The Committee on Programmes for 
Children (1968) estimated the proportion of rural mothers 
who received skilled assistance at the time of delivery, 
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varying from 20 per cent to 50 per cent in different parts of 
the country. The rest were assisted by dais and traditional 
birth attendants. 


During the past two decades of developmental planning, 
commendable improvements have taken place in the health 
indices of the country. The mortality rate has declined from 
27.4 per thousand in the year 1951 to 15.1 per thousand in 
1971. Life expectancy at birth has gone up from 32 years in 
1951 to 50 years in 1971, and infant mortality rate has regi- 
stered a decline from 183 to 140 during this period. The number 
of hospital beds is expected to increase from 1,13,000 in 
1951 to 2,81,600 in 1974. The bed population ratio has 
also gone up to 0.49 per thousand from 0.32 per thousand 
in the last twenty years. Ninty-nine medical colleges with an 
annua! admission capacity of nearly 12,500 undergraduates 
are now functioning as compared with 30 with an annual 
admission capacity of 2,500 students in 1951.26 


The Fifth Five Year Plan (1974-79) section on health says 
that, “the primary objective during the Fifth Five Year Plan is 
to provide minimum public health facilities integrated with 
family planning and nutrition for vulnerable groups— 
children, pregnant women and lactating mothers’. The accent 
during the Fifth Plan willbe on: 


(i) increasing the accessibility of health services to rural 
areas; 
(ii) Correcting the regional imbalance; 


(iii) intensification of the contro! and eradication of 
communicable diseases especially malaria and small!- 
pox, 


(iv) qualitative improvement in the education and training 
of health personnel; and 


(v) development of referral services by providing 
specialist’s services in rural areas.1? 
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Under the National Programme of Minimum Needs. the 
PHC complex will still remain the nucleus around Shick the 
rural health care services wi!l be built up. Backward and 
tribal areas which have so far been neglected will receive 
priority treatment in the implementation of the health 
programmes. 


The Fifth Plan targets are: (i) one primary health centre 
for each community development block, (ii) one sub-centre 
for a population unit of 10,000, (iii) making up the backlog 
and deficiencies in buildings, staff, equipment etc., (iv) provi- 
sion of drugs at the enhanced level of Rs. 12,000 per annum 
per PHC and Rs. 2000 per annum per sub-centre, and (v) up- 
gradation of one in every four PHCs to 30-hbed rural hospital. 
These goals are to be achieved through (a) the integration of 
health, family planning and nutrition programmes, (b) the 
augmentation and reorientation of training programme to train 
a special functionary—a multipurpose health worker to 
deliver the integrated health care services; and (c) making 
up deficiencies in numbers, buildings, staff, equipment and 
drugs etc. of the PHC complex in a coordinated way. As a 
result of these measures, it is expected that by the end of the 
Fifth Plan deficiencies in buildings, staff, equipment and drugs 
at the existing PHCs would be made up and additional facilities 
to the extent of 101 PHCs, 11036 sub-centres and 1293 rural 
hospitals would be made available.”® 


For the welfare of the underprivileged children, the Fifth 
Plan lays emphasis on coordinating various programmes being 
administered by a number of agencies. As such, it has been 
proposed to launch an integrated child care service with em- 
phasis on immunisation, health check-up and supplementary 
nutrition to reduce morbidity, mortality and in general, to pro- 
mote the health of infants and children of the vulnerable seg- 
ments of the population. Health measures under the school 
health service programme which cover detection as well as 
treatment of ailments among school children are proposed to be 
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extended to rural areas through PHCs. Health education will 
be woven into the general educational system of the country 
and health education material brought out in different languages 
for distribution among the people. 


The programme for family welfare planning, which is 
inseparably linked with planning for health care services, has 
been accorded a high priority in the Fifth Plan. The birth rate 
at the beginning of the Fifth Plan is now expected to be about 
35 per 1000 population. The Fifth Plan aims at reduction of 
birth rate by 5 points i.e. to a level of 30 per thousand popula- 
tion by the end of the plan period and by a further 5 points or 
25 per thousand population by 1983-84. In order to achieve 
these targets the approach will be to increasingly integrate 
family planning services with those of health, maternity. 
child health and nutrition. 


Efforts will be made to convert more and more vertica! 
programme workers into multipurpose workers who will pay 
special attention to family planning services. A new category 
of medicat-aid personnel, to be called Health Assistants, will 
be inducted for rural health services to provide intermediate 
level ‘manpower support’ to doctors. Integration of health, 
family welfare and nutritional services is being attempted 
through multi-purpose workers at the grass root level. There 
will be greater attention on preventive and promotional aspects 
of community health in the rural areas. 


The maternity and child health services in the family plan- 
ning programme in the Fifth Plan include the immunisation 
of infants and pre-school children against diptheria, whooping 
cough and tetanus, and expectant mothers against tetanus, and 
also prophylaxis against nutritional anaemia among mothers 


and children and blindness in children caused by vitamin 
‘A’ deficiency. 


Many of the general anti-poverty measures, forming part of 
the Minimum Needs Programme, are also potentially capable 
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of having a significant impact on health of children. This pro- 
gramme, part of the Plan’s stated effort to deal more energeti- 
cally with poverty, consists of a package of basic services to be: 
concentrated in poor and backward areas. Over the next 
five years, the Government intends to spend Rs. 2800 crores 
on these programmes which include supplementary nutrition, 
protected water supply, expansion of primary health centre 
net-work etc. A mechanism for effective coordination of 
the activities of the functionaries of health, nutrition and child 
care services, particularly atthe village level, is to be evolved for 
ensuring proper delivery of the package of services. While 
immunisation and health check-up would be the responsibility 
of the auxiliary nurse-midwife (ANM) of the sub-centre, the 
other functions will be entrusted to the Balsevika, a multi-pur- 
pose functionary to be appointed under the proposed integrated 
child care services programme. The Balsevika would seek the 
cooperation of ANMs and health workers of the PHC, the 
school teachers and local volunteers in carrying out her func- 
tions. Similarly, at the block level the PHC and the block 
agency will have functional collaboration for the successful 
implemention of the programme. The block extension 
educator, the lady health visitor and the public health nurse 
would provide the necessary support and supervision to the 
ANM and Balsevika. 


Thus, the following elements are pronounced in the 
Government's health strategy:— 


(i) integration of health, family planning, nutrition and 
other related services for rural communities, especially 


mothers and children; 


(ii) strengthening the infra-structural base of health 
services; 


(iii) improving and expanding traditional health service 
structure; 
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(iv) 


(v) 


evolving a mechanism for effective coordination of 
the activities of different functionaries at various levels; 
and 

providing greater attention to preventive and pro- 
motional aspects of community health through in- 
duction of multi-purpose para-medical staff at the 
grass-root level. 
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Chart: 7 
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Chart: 9 


Urban Family Welfare Planning Centres - India 
as on |1-9-72 
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Source : Ministry of Health and Family Planning 
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TABLE 16 


Health Indices—Comparative Figures of Years 1951 and 1971 


1951 1971 

1. Mortality Rate 27.4 per thousand 15.1 per thousand 
2. Life Expetancy at Birth 32 years 50 years 

3. Infant Mortality Rate 183 per thousand 140 per thousand 
4. Number of Hospital beds 1,13,000 2,81,000 

5. Bed population ratio 0.32 per thousand 0.49 per thousand 
6. Medical Colleges 30 99 

7. Admission Capacity 2,500 12,500 


Source: Draft Fifth Five Year Plan, Government of India, Planning Commission, 
Vol. Il, pp. 233-34 


TABLE 17 


Average Height of Indian Boys (cms) 


—— SS... 


Age in years Rural Urban 
1 73.8 73.9 
2 81.1 81.9 
3 87.5 89.6 
4 94.4 96.9 
5 101.1 102.7 


TABLE 18 


Average Weight of Indian Boys (Kg.) 
5 EEE 


Age in years Rural Urban 
a 
1 8.3 8.4 
2 10.1 10.3 
3 118 12.0 
4 13.4 keg 
5 14.7 15.0 
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TABLE 19 
Comparative Heights of Indian and American Boys (cms) 


a. eee 
Age in years 


50th percentile 50th percentile 
for Indian for American 
Children Children 
ck A ee ee 
1 73.54 75.2 
2 81.77 87.5 
3 88.56 96.2 
o 95.91 103.4 
5 102.24 108.2 
TABLE 20 
Comparative Weights of Indian and American Boys (CMS) 
; 50th percentile 50th percentile 
Age in years for Indian for American 
Children Children 
1 8.26 10.07 
4 10.01 12.56 
3 Td 7. 14.61 
4 13.36 16:51 
5 15:22 18.37 


Source: M. V. Phadke and H. D. Kulkarni, ‘Growth and Development of Pre- 
schoo! Children, in Report of the Seminar on the Pre-school Child, 
Madras: ICCW, 1973,.pp. 32-33. 

TABLE 21 


Health and Family Planning Institutions and Manpower 


ee 


Item Unit 1950-51 1955-56 1960-61 1965-66 1970-71 
Hospital beds ,000 113.0 125.0 186.0 240.1 266.2 
PHC number — 725 2,800 4,631 5,112 
Family Planning 
Centres ,000 — 147 1,649 12,138 36,800 
Medical Colleges number 30 42 57, 87 95 
Doctors ,000 56.0 65,0 70.0 86,0 115.7 
Nurses ,000 15,0 18,5 27.0 45.0 68.5 
ANMs ,000 8.0 12.8 19.9 36.0 57.0 


SS a ees US AS Fo 
Source: Country Statement for Inida, Second Asian Population Conference, 
Tokyo 1-13 Nov. 1972, Council for Social/Dovement (Table A-16). 
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TABLE 22 


Existing Facilities for Maternal and Child Health Services by the end of 


March 1971 
1. Rural M.C.H. Centres 7072 8. Children’s Hospitals 25 
2. Rural PHCs 5044 9. Children Ward in Gen. 
3. Rural sub-centres 29175 Hospitals 424 
4. Urban M.C.H. Centres 1419 10. Nurnber of Maternity 
beds 47596 
5. Urban Maternity Homes 443 11. Number of children 
6. Maternity Hospitals 404 beds 9353 
7. Maternity wards in General 12. Urban Familly Welfare 
Haspita!s 1226 Planning Centres 1783 


EE 


Source: Swasthya Aur Parivar Niyojan Mantralaya Report for 1970-71, Min‘stry 
of Health and Family Planning, Government of India, pp. 206-208. 


TABLE 23 


Availability and requirements as per norms recommended by the Health Survey 
and Planning Commitiee of Medical and Paramedical personnel 


Category Recom- Require- Expected Actual posi- Ratio to 
mended ment Availability tion population 
Ratio fo (1972-73) (1972-73) 
population 

Doctors 1: 3,500 170,870 137,930 130,530 1: 4,366 

Dentists 1: 30,000 19,900 8,754 8,400 1: 67,845 

Nurses 1: 5,000 120,000 88,000 823380" 1: 6,922 

Auxilliary Nurses 

Midwives 1: 5,000 120,000 54,000 50,000 1: 11,398 


Source: se pe of Health & Family Planning Report 1972-73, Government 
of India. 
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CHAPTER III 


CHILD NUTRITION 


“Whatsoever was the father of a disease an ill diet 
was the mother. ‘ 


—George Herbert 


Nutrition, a field of activity traditionally viewed as humani- 
tarian, is now justified on developrnent grounds. It has been 
recognised that the staggering mortality resulting from mal- 
nutrition and the reduction of mental and physical performance 
constitute a major impediment to national development. 


STATUS OF CHILD NUTRITION 


India’s levels of intake appear to be among the warld’s 
lowest. The average Indian consumes about 50 to 60 per 
cent of the amount of protein and calories received by an 
average European or American. His daily intake of around 
2000 calories is about 15-20 per cent below the daily allowance 
recommended by the ICMR. The average Indian’s protein 
intake of 55 gms. daily is, however, 25 per cent above the 
ICMR’s recommended allowance of 44 gms. per day, although 
a large enough percentage of the indian population continues 
to receive inadequate amount of protein.1 The daily per 
capita availability of calories rose from around 1700 in 1949-50 
to slightly over 2000 in 1960-61 and that of protein from around 
45 grammes per day to a little over 50 grammes per day 
during the same period and have remained steady at this 
level since then, or perhaps even declined slightly during the 
1960s and early 70s,” 
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Distribution of Inadequate Nutrition 

Inadequate nutrition is very unevenly distributed in the 
country. First, protein-calorie malnutrition is two to three 
times as prevalent in the rural parts of Southern and Eastern 
India as in the rural parts of North and West, as illustrated 
in Table: 24. The same pattern of regional differentiation in 
calorie consumption emerges from the diet surveys of National 
Institute of Nutrition and State Health Departments.’ Second, 
urban dwellers appear to eat less well than the rural people. Third 
and not surprisingly, poor people are less well nourished than 
those who are better off, although the magnitude of difference 
remains unclear. Fourth, the special groups most vulnerable to 
inadequate nutrition-children, pregnant women and nursing 
mothers—are probably worse off nutritionally than the popula- 
tion as a whole. 


The particular concern for these special groups centres 
around the need for young children to receive relatively high 
nutritive intakes, coupled with the potentially severe con- 
sequences for their physical and mental development if they 
fail to receive them. The pregnant mother needs 15 per cent 
more calories and 25 per cent more protein than her non- 
pregnant counterpart. The nursing mother needs one-third 
more calories and protein than the non-nursing, non- 
pregnant women; and the growing child requires around two- 
thirds more protein and calories per kilogram of weight than 
his father and mother.* 


But these women and children who need more and better 
food are not getting it. The average Indian child 1 to 5 years 
old has an average daily calorie intake of only 810, compared 
with !ICMR’s recommended allowance of 1200. Average 
vitamin intake is just 60 milligrams daily against recommended 
allowance of 250-300; daily iron intake is about6 mgs. against 
15-20; calcium consumption is just under 200 mgs. per day 
compared with the recommended 400-500. These deficiencies 
are shown more graphically in Table 25, drawn from the 
Diet Atlas of India. 
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These average figures (see Table 26 also) suggest that 
around 80 to 90 per cent of Indian children receive inadequate 
amounts of these key vitamins and minerals; that 75 per cent 
receive inadequate calories and around 50 per cent do not 
get enough protein. Even these small intakes may not be 
fully absorbed because of intestinal infections and diahoerrea. 


Similarly, the average pregnant woman consumes 1400- 
1500 calories and 35-40 grammes of protein, compared with 
the 2500 calories and 55 grammes of protein she needs. The 
average nursing mother consumes about the same amount 
compared with her daily need of 2900 calories and 65 
grammes of protein.5 Thus the problem of malnutrition in 
india begins to show its damaging effects even before a child 
is born. A high incidence of prematurity and neo-natal morta- 
lity in India is attributed to serious malnutrition among expect- 
ant mothers. 


Furthermore, the national averages, it is pointed out, are 
misleading and hide the existence of pockets of severe mal- 
nutrition in the country. Foods available in the country are 
not distributed according to physiological needs. The Ganga 
Saran Sinha Committee (1968) observed that the actual 
dietary and nutrient intake of infants and young children of 
1-5 years age group did not correspond with the national 
per capita average of daily food and nutrient intake. Among 
its various reasons, the Committee took note of the practice of 
prolonged breast-feeding, reluctance of mothers to introduce 
solid nutritious foods for fear of gastro-intestinal upsets, and 
influence of social customs, food practices, taboos and pre- 
judices.*® 


Impact of Inadequate Nutrition 

The nutritional inadequacies are major contributory factors 
to frequent illness and slow growth and development among 
indian children. The trouble starts with the pregnant woman 
who fails to obtain adequate protein and calories. Her baby 
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weighs nearly a pound less than the baby of her better nourished 
counterpart.’ These underdeveloped babies are rnore likely 
to die during the first few months of their lives, or if they 
survive, are more likely to suffer severely from subsequent 
infections. As reported earlier, about 40 per cenit of the total 
deaths in India take place among children below 5 years as 
against 7 per cent in technologically advanced countries of the 
West. Though there has been a steady decline in the overall 
mortality rate in India over the last two decades, the infant 
mortality rate has more or less remained stationary. 


Thus, an average Indian child starts life a little weaker than 
an average European or American child and a considerable 
proportion of the child population in India never reaches 
adulthood. The figures collected by the National Institute of 
Nutrition indicate that nearly 100,000 children die every month 
as a result of malnutrition. Far more greater in numbers are 
children who die of infectious diseases which, but for their 
poor diet, would not have developed at all or would not have 
ended fatally. This enormous wastage of children is 
apparently a motivation forlarge families, especially among the 
rural poor. We are thus caught in a vicious circle of mat!nutri- 
tion leading to high child mortality which in its wake motivates 
large families resulting in further aggravation of malnutrition. 


In a field study, covering 1,400 pre-school children, it was 
found that while 32 per cent of children belonging to birth 
orders 4 and above exhibited various signs of malnutrition. only 
17 per cent of children of earlier birth orders showed such 
symptoms. The heights and weights of pre-school children 
displayed negative correlation with family size. The data 
revealed that 62 per cent of all nutritional deficiencies were 
encountered in children of birth orders 4 and above. This 
implies that even under the current economic and living condi- 
tions, mere limitation of family size to three children can 
bring down the incidence of malnutrition in pre-school 
children by about 60 per cent.8 
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The most crucial period in a child’s growth is the first six 
years of life, since about 40 per cent of physical growth and 80 
per cent of mental growth are believed to take place during 
these years. It has been established that the poorly nourished 
child grows less rapidly. By the age of 5 years, the average 
Indian child weighs around 3 kilograms or 15-20 per cent less 
and is 5-10 centimeters or 5 per cent shorter than the average 
American child as has been illustrated by Charts 13-14. By 
the age of fifteen, the Indian child weighs 25-30 per cent less 
and is 5-10 per cent shorter than the American child. 


Protein-calorie malnutrition has been identified as a major 
problem in India, especially among children below 5 years. 
A recent comprehensive country-wide survey carried out by 
the ICMR on 18,356 one to five-year old children reveals that 
92 per cent of them suffer from malnutrition, nearly 69 per cent 
of children between 1 and 3 and 44 per cent between 3. and 
5 suffer from nutritional anaemia, and nearly 7 per cent from 
caries, a dental disease.® According to another survey 
conducted in November 1972 by the ICMR, at least 60 per cent 
of a!l children in India suffered from nutritional anaemia and 
half of the 100 million children between the age one and six 
from protein-calorie malnutrition in one form or the other. 


It has been estimated that there are about 60 million mal- 
nourished children in the country and 25 million of these 
children may go blind because of vitamin ‘A’ deficiency? 
‘Nutritional dwarfism’ is a common feature among the child 
population in the country. But clinically recognisable mal- 
nutrition is only the visible portion of the iceberg of mal- 
nutrition. It is estimated that for every child who shows Clinical 
signs of kwashiorkor or marasmus, there are probably at least 
four children suffering from milder grades of malnutrition 
without clinically apparent symptoms. 

The poorly nourished child may also develop less well 
mentally. Malnutrition during the growing periods of infancy 
and early childhood leaves permanent physical and psycho- 
logical scars in later life in those who survive and the damage 
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done to mental growth is often permanent and irreversible. 
Available evidence indicate that children suffering from protein- 
calorie malnutrition, severe enough to produce the clinical 
symptoms, perform less well mentally than adequately nourished 
children and continue to lie under the shadow of this impercepti- 
ble tragedy. The mental performance of children recovered 
from kwashiorkor has been placed at around 50 per cent of 
normal children.” 


Maternal mortality rates in India, again, are about the highest 
in the world. For every 100,000 children born, 252 mothers 
die. For the developed countries, the rate never exceeds 40. 
But even this maternal mortality rate, says a study report of the 
National Institute of Nutrition, “grossly underestimates the total 
quantum of ill-health and malnutrition among the women 
of the reproductive age (who represent nearly 23 per cent of 
the Indian population)’. Another study has shown that “the 
body weights of women in the reproductive period ranged from 
39 to 44 kgs. (which is extremely low compared to Western 
standards); 44 per cent of pregnant women suffered from 
Vitamin-B Complex deficiency, 15 per cent from hypovita- 
minosis A and nearly 10 per cent from hypoproteinaemia.‘’?” 


Malnutrition: Factor of Poverty and Ignorance 


In a review like this it is not possible to mention all the 
factors related to the incidence of child malnutrition. It has 
been pointed out that malnutrition is so intimately linked with 
health and the other elements of the poverty syndrome that an 
effort to distinguish between cause and effect is almost  fruit- 
less.18  Qne factor that is not entirely clear is how far mal- 
nutrition is a function of poverty and how far it is due to lack 
of knowledge. The traditionally accepted assumption that 
Detter diet is a function of increased income may apply in 
certain societies and at certain income levels. However, in 
some situations there miay be an inverse correlation between 
the two, particularly when income increases are modest and 
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Start from a low base. People may eat more but not neces- 
sarily better. The common example in India is the shift with 
the first increment of income from millet to rice, from home- 
pounded rice to polished rice, and from jaggery to the less 
beneficial refined sugar. In a rural setting, increased incomes 
usually result from the reorientation of traditional agricultural 
production practices. However, attractive price incentives 
for wheat, are considered partly responsible for the declining 
acreage used to grow high protein pulses. As wheat pro- 
duction has gone up, the per capita production of pulses— 
a major protein source in the Indian diet—has declined 27 
per cent.14 


It seems that often the lack of knowledge among adults, 
especially the mothers of young children, is a major cause of 
malnutrition in growing young children. Many of the factors 
result from deep-rooted beliefs and values which are slow to 
change. In India, poverty is undeniably a very potent factor in 
undernutrition or malnutrition of the young child. Poverty 
is primarily an economic condition, but its correlates invariably 
extend to all aspects of a child’s development. 


As a result, there are no easy answers in the nutrition field, 
no panaceas, no programmes that do not suffer from some 
conceptual as well as operational! limitations, particularly if 
undertaken in isolation from one another. A broad nutrition 
strategy, therefore, will have to include programmes which are 
directed at increased food production, removal of poverty; 
nutrition interventions through food subsidization and distribu- 
tion and through supplementary feeding programmes, and 
nutrition education. 


CHILD NUTRITION—PROGRAMMES AND SERVICES 


India is considered a leader among the world’s developing 
nations trying to provide adequate nutrition to its people. The 
seriousness of the problem of undernutrition and malnutrition 
and the need for improving the nutritional status of the people 
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have been increasingly recognised in the successive five year 
plans of the country. 


The First Plan (1951-56) recognised nutrition as the most 
important single factor in the maintenance of health and 
resistance to disease. It laid special stress on the adverse 
effects of malnutrition on infants and expectant mothers and 
recommended introduction of supplementary feeding of mothers 
and infants through maternity and child welfare centres; schoo! 
feeding programmes; education in nutrition, and production 
of nutritive foods. 


The Second Plan (1956-61) reiterated that in improving 
nutritional status priority should be given to vulnerable groups 
of population, namely expectant and nursing mothers, infants, 
toddlers, pre-school children and school going children. 
Provision was made in the plan for nutrition research and 
establishment of nutrition laboratories. 


The Third Plan (1961-66) contemplated nutrition improve- 
ment services under two broad heads, namely, (i) nutrition 
education to various sections of the community; and (ii) 
measures to meet nutritional requirements of vulnerable groups 
within the community. The importance of improving the 
nutritional status of the pre-school and school-going children 
and also of pregnant and nursing mothers was re-emphasised. 
School children were to receive supplementary nutrition 
through the mid-day meals scheme and the nutritional status of 
pregnant and nursing mothers was to be improved through 
nutrition education. 


Feeding Programmes 


In persuance of the recommendations of the National 
School Health Committee, the scheme of providing mid-day 
meals to primary school children was initiated during 1962-63, 
as a centrally sponsored scheme. After the Third Five Year 
Plan, the scheme was transferred to the states with central 
assistance fixed at 40 per cent of the expenditure. During 
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the period of drought, the mid-day meal programme was ex- 
tended to all affected areas. Most of the food supply came 
from CARE. At present, about 12 million beneficiaries, 
including pre-school and school children and expectant and 


lactating mothers, are estimated to be covered through this 
programme.15 


Experience over several years in implementing programmes 
of supplementary feeding for children and pregnant and nurs- 
ing mothers indicated that unless qualitative changes in food 
production were brought about at the village level, the 
problem of malnutrition could not be dealt with successfully. 
This realization led to the adoption of an expanded nutrition 
programme in the States of Orissa, Andhra Pradesh and 
Uttar Pradesh between 1960 and 62. After three years of 
experimentation, the programme was extended to the entire 
country in 1963 as the Applied Nutrition Programme (ANP). 
The programme, which covered 221 community development 
blocks during the Third Plan period, now extends to 1,172 
block, covering about 20 per cent of the rural area 
(Table 27). 


The Applied Nutrition Programme, operated by the State 
Community Development Departments, was designed to bring 
to community development blocks an integrated package of 
nutritional inputs including programmes to increase the local 
production of protective foods (through schemes of poultries, 
fisheries, community and school gardens, community dairies 
etc.); the organization of supplementary feeding programmes 
for needy women and children; and nutrition education of 
mothers through women’s organisations in the villages, schools, 
community development and health personnel and personnel 
of other development agencies. But it has been observed that 
in very few villages did more than one programme element 
get off the ground. The UNICEF supported supplementary 
feeding programme received greater attention in the bargain 
and is now covering around 1.7 million women and children 


daily.1* 
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The Bihar famine of 1966-67 dramatised the magnitude 
and implications of malnutrition and led to a significant accele- 
ration of the already growing governmental concern. The 
result was an articulate Governmental policy (considered the 
first formal governmental policy declaration anywhere in the 
world) was spelled out in the Fourth Five Year Plan (1969- 
74) that allocated Rs. 45 crores for nutrition during the plan 
period. Shortly thereafter, the ruling Congress Party adopted 
a ‘Children’s Charter’ which called for additional child nutrition 
programmes involving an expenditure of an additional Rs. 60 
crores during the Fourth Plan period. 


The Fourth Plan made the first serious attempt to frame a 
coordinated nutrition programme. It observed that “where 
so many are undernourished, more food is the first step towards 
nutrition.” The Plan, therefore, visualised stepping up of 
agricultural production along with animal husbandry and 
fisheries as the basis of all effort in nutrition. At the same time 
specific programmes of nutrition having impact in the short 
run were given high priority. 


The Department of Social Welfare introduced the Supp/e- 
mentary Nutrition Programme (SNP) in 1971-72 to provide 
for supplementary nutritoin to pre-school! children in urban 
slums and tribal areas. Its purpose was to combat malnutrition 
among young children and among expectant and nursing 
mothers living in depressed and relatively inaccessible areas. 
It was envisaged that children below 1 year would receive 
about 200 calories of food and 8 to 10 gms. of good quality 
protein, and children between 2 and 6, 300 calories and 12 
gms. of protein. Expectant and nursing mothers were to receive 
500 calories of food and 25 gms. of protein, folic acid, iron and 
multi-vitamins. The feeding programme initially provided 
for 250 days a year and was later extended to 300 days. 
So far about 3.8 million beneficiaries have been covered under 
SNP through about 28,000 feeding centres operating in various 
parts of the country!” (Table 28) 
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In addition to the Supplementary Nutrition Programme, the 
Department of Social Welfare is implementing a Nutrition 
Programme for Children in the age-group of 3-5 years, through 
balwadis and day-care centres run or sponsored by the Central 
Social Welfare Board. Under this programme children are 
given supplementary food consisting of approximately 300 
calories and 15 gms. of protein daily for 250 days in a year at 
the cost of 15 paise per child per year. By 1973-74, 2.3 lakh 
beneficiaries including pre-school children and expectant 
and nursing mothers were covered through 6059 balwadis 
maintained or supported by the CSWB, Indian Council for 
Child Welfare, Harijan Sevak Sangh and Adimjati Sevak 
Sangh® (Table 28). 


Altogether, these supplementary feeding programmes 
serve around 10-12 per cent of the population in their respective 
target groups. _—‘ There is little information available on the 
nutritional or socio-economic status of the individuals they 
serve. The mid-day meal programme largely reaches only 
school children of six years of age and above. Astudy of the 
Orissa School Lunch Programme revealed that the programme 
served 70 per cent of schools or so in predominantly _ tribal 
areas, compared with 25-30 per cent of schools in nontribal 
areas.?° The ANP appears to serve all socio-economic 
classes more or less equally. The SNP figures better in this 
respect as it serves only younger children and needy mothers 
in depressed and backward areas. 


Fortification Innovations 


Nutrition as a profession is fairly developed in India. 
For the past half-century India’s laboratory and clinical work 
in the field of nutrition has ranked with the finest in Asia.?1 
However, the laboratory findings often remained confined to 
the academic world and malnutrition continued to be regarded 
as a welfare problem and addressed accordingly by policy 
makers and planners. India’s first venture into fortification of 
cereal foods came with the introduction of Modern Bread in 
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1968. Nine units of Modern Bakeries have been set up in the 
country with an annual production of 100 million standard 
loaves. 


Another important scheme for production of nutritious 
food is that of ‘Balahar'—a low-cost locally produced, 
nutritious cereal ‘mix’ that combines wheat with inexpensive 
oilseed protein. Till 1972-73, about 38,000 tonnes of 
Balahar was produced in collaboration with Kaira District 
Milk Producer’s Union, Anand. The production of Miltone, 
a protein-isolated toned milk from groundnut at the Government 
Dairy, Bangalore, has been about 7.20 lakh litres. Two more 
units are expected to go into production at Hyderabad and 
Ernakulam. Fortification of wheat flour, on a pilot project 
basis, has been undertaken and about 53,000 tonnes of forti- 
fied ‘Ata’ had been produced up to December 1972. Research 
is also taking place on the fortification of salt and tea—two 
very commonly used food items in India. 


Nutrition Education 


As pointed out earlier, income increases alone do not 
guarantee adequate nutrition among the poor. Nutrition 
education involving dissemination of knowledge regarding 
proper food has a significant role in facilitating optimum 
use of food resources available. Nutrition education is being 
promoted through ANP, composite nutrition programme for 
women and young children, mobile nutrition extension units, 
food preservation centres and a variety of other programmes 
for training, extension and education in nutrition. Recent ex- 
perimentation has shown the mass media to be potentially 


more effective in communicating nutrition message to the 
target population.2?2 


Health-based Nutrition Programmes 


Another major scheme is for prophylaxis against nutritional 
anaemia in mothers and children, covering 15 million benefi- 
Ciaries including 9 million children. Children in the age-group 
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1-5 years are given a large dose of vitamin ‘A’ under the scheme 
initiated to control blindness once in six months. About 12 
million children are being covered under this scheme. Upto 
the end of 1971-72, about 10 lakh children were covered 
in the scheme for distribution of iron and folic acid 
supplementation. 


Nutrition in the Fifth Plan 


The Fifth Five Year Plan (1974-79) has postulated care of 
pregnant women, lactating mothers and pre-school children 
as an essential part of the Minimum Needs Programme. The 
approach document has said:— 


“In order to attack the problem of malnutrition at its root, 
it will be necessary to take care of pregnant women, 
lactating mothers and pre-school children of the weaker 
sections.” 


Augmenting food production and economic uplift are the 
two major steps that will improve the nutritional status of the 
community. While this object is considered as a long-term 
one, immediate steps have been visualised to combat existing 
nutritional deficiencies of calorie-protein, iron and vitamin 
‘A’. It is anticipated that during the Fifth Five Year Paln 
period, the coverage under Mid-day Meal Programme will go 
up from 12 million to 16.5 million and under SNP from 3.8 
million to about 10 million. Production of Balahar is to be 
stepped up from the present level of about 30,000 tonnes per 
year to about 2.5 lakh tonnes per year during this period. It 
is proposed to set up 50 units forthe production of Miltone and 
a chain of Modern Bakeries. 


As per recommendations of the Committee on Pre-School 
Feeding Programmes, the feeding programmes in the Fifth 
Plan will be integrated with health and welfare services to 
form a composite package of services known as the Integrated 
Child Development Services (ICDS). The Applied Nutrition 
Programme is to be thoroughly overhauled and functionally 
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linked with the ICDS. The objective of the |CDS programme is 
to lay the foundation for the proper psychological, physical 
and social development of pre-school children in disadvantaged 
areas by improving their nutritional and health status and by 
enhancing the capacity of mothers to look after the basic health 
and nutritional needs of their children. 


The package of services to be administered in the ICDS 
programme will lay emphasis on supplementary nutrition, 
immunisation, health check-up, referral services, nutrition and 
health education, and informal education. The programme would 
be implemented in about 1,000 rural and tribal community 
development blocks and urban slum areas during the Fifth 
Plan (310 rural projects, 310 urban and 380 tribal projects). 
The feeding centres set up under the Supplementary Nutrition 
Programme during the Fourth Plan period, would provide the 
initial operation-base for the execution of the programme. 
In the Fifth Plan, an outlay of Rs. 140 crores has been made 
for this centrally sponsored scheme in the social welfare sector 
in addition to funds to be made available from the health and 
nutrition allocations. UNICEF is likely to provide substantial 
external assistance in areas of consultancy service, training, 
supplies, equipment, monitoring, research and evaluation. 


A ‘National Centre for Child Development’ is being set up 
by strengthening and reorganising the existing Central Insti- 
tute of Research and Training in Public Cooperation, New 
Delhi. The Centre would function as a documentation and 


analysis base for policies and programmes affecting young 
child in the country. 
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TABLE 24 


Distribution of Inadequate Nutrition by Regions and Rural/Urban. 


Percentage of urban Percentage of rural 
States population receiving population receiving a 
a diet inadequate in diet inadequate in 
calories. calories. 
1. North-West 
(Punjab, Haryana, U.P., 
Rajasthan, Gujarat) 39 17 
2. East 
(Bihar, Orissa, West 
Bengal, Assam) 44 42 
3. South 
(Andhra Pradesh, Kerala, 
Tamil Nadu) 69 65 


Source: Adapted from Tables 1.5 and 1.6 in V. M. Dandekar and Nilkantha 
Rath’s Poverty in India, (Bombay: Indian School of Politica} Economy, 
1971) pp. 9-11. 


TABLE 25 


Diets of Pre-school Children (in grams) 


nr 


Item Intake per head perday Recommended amount 


Eee 


1. Cereals 162 175 
2. Pulses 10 50 
3. Fresh Foods 5 15 
4. Milk and milk products 57 238 
5. Fats and oils 3 23 
6. Leafy vegetables 2 63 
7. Other vegetables 10 40 
8. Fruits 7 50 
9. Sugar and ‘gur’ 6 37 


SS 


Source: C. Gopalan, et a/. Diet Atlas of !ndia, 1971. 
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TABLE 26 


intake of Nutrients in Selected Urban Areas—School Age Children 


Pre-School Children School Children 
(1-5 years) (6-12 years) 
Calories Proteins Calories Proteins 
{gms) (gms) 

I ee 
Gujarat* 869 24.6 1535 46.7 
Maharashtra? 614 19.5 1161 33.9 
Karnataka? 456 13 803 26.2 
Tamil Nadu2 672 21.7 1114 29.8 
Andhra Pradesh? 520 14.5 859 2337 
Kerala® 648 18.8 1083 26.3 
Calcutta*® 804 22.5 1188 36.5 
Hyderabad‘ 758 19.5 1377 36.0 
ee ee a 
Recommended daily 
allowance (ICMR 
Standards) 1350 19.3 1950 37.0 


we 
4 Food Habits Survey, PFA 1969, Maharashtra and Gujarat. 
2 Food Habits Survey, PFA 1971, 4 Southern States. 


3 Survey Report on Calcutta Food Habits 1970-71, Hindustan Thompson 
Associates. 

4 ICMR Studies on Diets of Pre-School Children, NIN, Hyderabad. 

Source: Margaret Burns Parlato—/utrition Consumer Research-An Exploratory 


Study, CARE—India, March 1973, as reproduced in Statistical Profile 
of Children & Youth in India, UNICEF, October, 1974. 
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TABLE 27 


Statement showing Progress of the Applied Nutrition Programme upto 
March 31, 1973 (provisional) 


States/Union Territory Villages 

taken up 
(No.) 

1 Andhra Pradesh 758 
2. Assam 1,962 
3 Bihar 2,547 
4. Gujarat 805 
5. Haryana 1,903 
6. Himachal! Pradesh 2,913 
7. Jammu & Kashmir 3,017 
8. Karnataka 7,870 
9. Kerala 915 
10. Madhya Pradesh 5,248 
11. Maharashtra 1,029 
12. Manipur 1,319 
13. Meghalaya 163 
14. Nagaland oo 
15. Orissa 9,510 
16. Punjab 4,222 
17. Rajasthan 2,978 
18. Tamil Nadu 877 
19. Tripura 99 
20. Uttar Pradesh 40,617 
21. West Bengal 2,234 
22. Andaman & Nicobar —_— 
23. Arunachal Pradesh — 
24. Chandigarh — 
25. Dadar & Nagar Haveli 70 
26. Delhi 78 
27. Goa, Daman & Dieu 159 
28. Lakshadweep =e 
29. Mizoram — 
30. Pondicherry 148 
ALL INDIA 91,441 


Source: Report 1973-74, Ministry of Agriculture, De 
Development, Government of India. 
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Pre-School 

children fed 

(000, child- 
days) 


3,293 
381 
265 

16,275 
174 
543 

NA 
2,050 
1,50,452 
2,240 
3,682 
13 
300 


10 
20,72,438 


Expectant/ 
Nursing 
Mothers fed 
(000 ,women- 
days) 


37,435 
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CHILD EDUCATION 
CHAPTER : IV 


“In assigning a label to seventh decade of the twentieth 
century, historians will have a wide range of descriptive 
terms from which to choose. Within the field of educa- 
tion, however, the choice would hardly be a difficult 
one, for it has most assuredly been the decade of the 
young child, especially the disadvantaged child”. 


—Bettye Caldwel/ 


Status of Child Education : Primary Education 


The Directive Principle contained in Article 45 of the Indian 
Constitution, adopted in 1950 reads:— 


“The State shall endeavour to provide within a period of 
ten years from the commencement of the Constitution, 
free and compulsory education for all children until they 
complete the age of 14 years.’ 


Apart from being a Constitutional obligation the provision 
of universal elementary education is considered crucial for 
spreading mass literacy, which is a basic requirement for econo- 
mic development, modernisation of social structure and effective 
functioning of democratic institutions. It also represents 
an indispensable first step towards the provision of equality 
of opportunity to all its citizens. 


For various reasons—shortage of resources being the major 
one—the objective of free and compulsory education for all 
children up to 14 years has not been fully achieved. During 
the Third Five Year Plan, a slightly limited target of covering all 
children between 6 and 11 years of age was accepted. But 
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the figures of school enrolment indicate that although there 
has been a substantial increase in school enrolment during the 
last two decades, even this limited target remains to be achieved 
(Table: 29). As regards universal provision of school facilities, 
the target has been more or less achieved at the lower primary 
stage where all villages with a population of 300 or over have 
been provided with schools. According to the Second All 
India Educational Survey (1967), 95.96 per cent of rural 
population was served with primary schools in their own 
habitation or within a walking distance of one mile. 


School Enrolment 


The enrolment position of 6-14 age group in class I—VIII 
as anticipated in 1973-74 and with projections for 1978-79 
is illustrated in Chart: 16. It reveals that although substantial 
progress was recorded in the expansion of educational facilities, 
the targets laid down for primary education were not fully 
realised. The shortfalls have been particularly large in the 
case of elementary education of girls. There are wide varia- 
tions from region to region (varying from 100 per cent in some 
parts of the country to as low as 27 percent in others), and the 
States of Andhra Pradesh, Bihar, Karnataka, Madhya Pradesh, 
Maharashtra and Orissa have particularly lagged behind. 


Similarly, if we examine enrolment figures for corresponding 
age groups for all areas i.e. urban and rural, it is evident that the 
enrolment is much higher in urban areas. According to avail- 
able figures, of the 85.6 million children now in primary and 
middle schools, only 45.24 million are rural children. This 
figure looks even worse when compared to the total rural 
child population of 187.67 million. 


The nationwide school enrolment of girls in the 6-11 age 
group is estimated to be 66.4 per cent, as against 100.2 
per cent for boys. But in11 to 14 range, only 22 per cent of the 
girls are at school and the vast majority of them is from 
20.53 million girls in the urban child population (Chart: 7) 
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Enrolment apart, most of our schools are a national dis- 
grace. Of the 547,672 villages in the country, 294,880 
have schools; 203,240 have a school within ‘walking distance’ 
—48,566 villages are not served by any school. Even where 
there are schools, what sort of schools are these? Inthe whole 
countryside, 167,382 rural schools are functioning with one 
teacher apiece. More than a quarter of the schools (103,811) 
are classed as ‘incomplete schools'—they go only up to Class 
Ill. Their students have to go elsewhere—if they can for 
pursuing ‘higher study’. Very few of them do, and the 
rudimentary education is soon forgotten as the helpless child 
gets sucked into the rural labour force. 


Wastage and Stagnation 


Even more crucial than the shortfall in enrolment at the 
primary stage is the problem of wastage and stagnation. At 
present out of every 100 children who enter class | less than 
half the number complete Class V and only 24 complete 
Class VIIl. The dropping out of the educational stream 
of more than 60 per cent of children (Chart: 18) before 
completing 4 to 5 years of schooling, represents a colossal 
wastage of scarce national resources. The rate of drop- 
outs in case of girls is still worse. Of every 100 girls 
enrolled in class |, only about 30 reach Class V. 


The causes of wastage and stagnation at the lower-primary 
level include continuous admissions throughout the year, 
irregularity of attendance, limited educational equipments, over- 
crowded classes, inflexible curricula, inadequate training of 
teachers and over-emphasis an examination. The causes of 
Stagnation and wastage in higher primary classes of V to VIII, 
however, are mostly economical, social and educational. 
About 65 per cent of wastage has been attributed to poverty 
and economic reasons.2? After the age of 9 or 10 the child 
becomes an economic asset as he can supplement the family 
income. It has been noted that the number of dropouts is 
generally higher in slum areas, drought-prone villages and 
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among marginal families. In some occupational groups e.g. 
sweepers, washermen, artisans children are usually en- 
gaged in the family occupation. Frequent interruptions in 


schooling adversely affect children’s performance and they 
often leave schools. 


In some cases, the impediment is not poverty but neglect by 
parents. Education of girls is not valued equally, since she is 
not expected to earn a livelihood. In times of family crisis, a 
girl would be expected to stay at home and help the mother 
in household chores. There is no estimate of the vastly large 
number of rural girls who drop out of school to take over house- 
hold duties. There is also no estimate of rural girls—and 
even boys-doomed to child marriage. 


The educational reasons, such as the high pupil-teacher 
ratio, overcrowded and inadequate physical facilities, lack of 
occupational bias in education, shortage of qualified staff 
and lack of ancillary services of mid-day-meals, school uni- 
forms and school health discourage students from maintaining 
their interest in schools. The slow-learners and those who fail 
to be promoted to the next class at the end of the year often 
swell the ranks of dropouts. It has been observed that the 
first generation literate children become slow-learners and 
eventually drop-out as no supportive services are availbable 
at home. Teaching techniques are also dys-functional. 
Recitation, copying, drill and examination are accepted as 
necessary evils. The teacher is poorly equipped and more 
often poorly motivated. 


Thus on the whole, while the quantitative expansion of 
primary education seems to have proceeded at a reasonable 
pace, itis the poor quality which seems to have caused greatest 
concern among educational planners and administrators. 
The sheer number of children and teachers involved tend to 
paralyse most efforts at qualitative improvement of primary 
education. There are isolated instances of experimental 
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projects directed at qualitative improvement of education. 
But these efforts do not appear to have made sufficient impact 
so far. The many attempts to integrate the school with the 
community have also failed because the school with its fixed 
time table and schedule is of dubious value to the community. 


Pre-school Education 

The importance of pre-school education is universally 
recognised as catering to the most plastic, impressionable and 
educationally potent period of a child’s life. Thereis sufficient 
research evidence to show the crucial importance of the first 
six vears of the child's life in his physical, emotional, social, 
cultural and inte!lectual development and the _ retardation 
likely to result due to deprivations in his physical and 
social environment, during this period of his life. Recent 
physiological studies indicate that 40 per cent of brain growth 
is completed by the age of four and 80 per cent by the age of 
eight, and thatlapses in health, growth and development in the 
early years are irreversible. 


Child specialists and professionals are becoming increas- 
ingly concerned with and about early care of the child. Such 
a concern is a consequence of not only of awareness of the 
increasing need but also the mounting appreciation of the 
importance of the environment of the child during the first 
formative years on his subsequent development. The need 
for pre-school education is considered more pronounced in the 
case of children from culturally and socio-economically dis- 
advantaged homes. The majority of Indian parents, as is well 
known, are unable to give much of a stimulation to their children 
because of their poverty, illiteracy or semi-literacy (Chart: 15) 
and are not able to contribute much to their children’s 
physical, cultural and cognitive development. 


The lack of pre-school! education is also considered to be 
closely linked to the problem of wastage and stagnation in 
primary school. More than 90 per cent of India’s children go 
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to the primary schoo} at the age of 5 or 6 without having had 
any kind of preparation for schooling. Their vocabulary is 
limited, concept formation is poor and they are not used to 
working in groups. When the child enters primary school he 
is ill-at-case in his body, and limited in mentai faculties. He 
lacks self confidence. School is a foreign land, where the 
child feels transplanted, labelled as inadapted, with no prior 
training to read, write or count, or to behave as a socially- 
integrated being. He either stays down in the lower class 
or drops out of the educational stream. 


Though pre-school education has been rapidly gaining in 
popularity in the post-Independence period, only a fraction of 
the total population of 3 to 5 year-old in Indiais getting an 
opportunity to attend a pre-school institution. It has been 
estimated that about 1.2 million children participate in some 
form of pre-school education.4 However, disproportionately 
very few of these children are from the disadvantaged sections. 
Few of the children of rural and urban working mothers, 
belonging to underprivileged sections of population, recieve 
even minima! institutional care services. 


The pre-schoo! education programme is organised in insti- 
tutions called by different names e.g. kindergartens, Montessori 
schools, pre-primary schools, nursery schools, pre-basic 
schools, balwadis, shishu vihars etc. The first large scale 
attempt to provide pre-school services for rural children came 
up with the setting up of balwadis in the 1950’s under the 
initiative of the Central Social Welfare Board. There are now 
about 20,180 balwadis in the rural and urban areas run by 
voluntary organisations with financial support from or directly 
run by the Central Social Welfare Board, Departments of 
Social Welfare and Community Development. This network 
reaches out to about 650,000 children in the country. 


Besides the Government-supported network, there are a 
large number of private institutions providing pre-school 
education. These institutions are attached to primary schools. 


71 


under private management, operated by voluntary groups or 
run by individuals on a commercial basis. Their number in 
1968 was estimated to be 12,000 in urban areas catering to 
roughly half a million children. Because of high fees charged 
by these institutions, these are outside the reach of pre- 
school children coming from lower income groups. 


The approach in pre-school education institutions varies 
between different degrees of education and care. In some 
cases they are no more than a means of getting the children 
together for the feeding programme, specially in the case of 
balwadis run by Mahila Mandals and other community orga- 
nisations. Similarly, the training and qualifications of staff 
also vary considerably. The urban-based privately organised 
pre-school institutions also have varying standards of build- 
ing, equipment, staff and programme-content.6 As there is 
no official recognition of pre-primary education nor any mini- 
mum standards laid down, there is no monitoring system for 
enforcing such standards. 


Thus, the existing pre-school programmes are either 
conducted indifferently by most private and official agencies 
and are limited io providing custodial care where children are 
washed, dressed and fed and made to sing or listen to stories, 
or are treated as extensions of primary school programmes 
where children sit in rows and learn the three Rs. Attendance 
at these institutions, especially at balwadis, tend to be irregular 
and there are frequent interruptions in nutrition on account of 
weaknesses in food procurement, storage and transportation 
and lack of cooking facilities. 


In India pre-school education has been bracketed with 
social welfare. In terms of quantitative coverage as well as 
quality, the position is far from satisfactory. The picture that 
emerges is of a growing awareness of the need, a skeletonic 
framework of services and an evolving policy in relation to the 
limitation of resources—financial, human and material. There 
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has as yet been no official acceptance by the state of its res- 
ponsibility and hence no significant allocation for pre-school 
programme in the country. 


The real importance of pre-school education is rarely under- 
stood by the traditional. illiterate mother. Her conception of 
pre-school education is limited to formal reading, reciting and 
writing. Her motive in sending the child to a_ pre-school 
institution may also differ; it may be a question of prestige, it 
may be because it gives her a little more leisure, or it may be 
because it takes care of the child while the mother is away at 
work. From several small-scale studies. evidence is available 
showing that a majority of parents conceive cf a balwadi as a 
place for formal learning rather than an opportunity for creative 
learning and over-all development of the child.’ 


With regard to the benefits of pre-school education, re- 
search evidence is available that given environmental stimu- 
lation through pre-school education, it is possible to give 
children a better start in life and a better chance of higher 
achievement in later life. A large scale study conducted by 
the National Council of Educational Research and Training 
revealed that rural children, who could not attend a 
pre-school were much _ inferior in their developmental 
level e.g. number concept, colour naming. image-formation 
and other tasks related to school readiness, when compared to 
urban nursery school children. However, results are con- 
tradictory in so far as the question of permanency of these 
benefits is concerned. There is little data pertaining to the 
long-range stability of early educational experiences. What 
we need is continuous, ongoing evaluation of pre-school 
programmes, to help us determine their relative effectiveness. 


By way of conclusion it can he said that the need for ex- 
pansion and qualitative improvement of pre-schoo! education 
has been well recognised but the problem is one of finding 
resources. Priorities must hence be laid down. The pre- 
school must be conceived as the organisational base for health 
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care and health education, nutrition, and education of mother 
so as to ensure effective deliverv of services. 


Primary Education: Programmes and Services 


According to the Directive Principle contained in Article 
45 of the Constitution, free and compulsory education should 
have been provided fer all children upto the age of 14 years by 
1960. In spite of considerable expansion of primary school 
facilities in the country this directive has remained unfulfilled 
because of the immense difficulties including lack of adequate 
resources and other socio-economic factors. 


India’s effort in the field of primary education has been 
summed up as follows: ® 


@I/s there a primary school? If not, start one within easy 
distance from the home of every child (provision of 
primary schools). 


@ Get everybody into it at the right age (efforts for solving 
the problems of child labour and girls education). 


@ Once a child gets into a school, he or she should not be 
taken away before attainment of proper age (tackling 
the problem of wastage). 


@While a child is at school, he should complete one calss 
every year (lowering the incidence of stagnation). 


@Provide the knowledge which keeps pace with the 
scientific and technological changes and development 
of the country (qualitative improvements in school 
curriculum). 

@Let the school be a place which ensures not only his 
mental growth but his physical and over-all development 
(provision of health and nutrition programmes). 

@ The educational system must produce the type of indivi- 
dual the country needs (reorientation of the educational 
system). 

@ Let education get its fair share of the country’s resources 
(financial allocations). 
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The Second Five Year Plan (1956-61) observed that the 
goal set in the Constitution for free, compulsory and universal 
education for children between 6-14 years of age was not 
achieved and resolved to accelerate efforts so as to achieve the 
target within ten to fifteen years. The plan stressed the need 
to enhance the rate of enrolment of girls. 


The First All India Education Survey (1957-59), appointed 
by the Ministry of Education, Government of India, made a 
detailed assessment of the country’s educational needs and 
suggested a plan to rationalise the location of primary schools 
in the country. The survey proposed a school only at places 
with a minimum population of 300 so that 40 children could 
be enrolled and at least a single teacher school could be estab- 
lished. Similarly, the walking-distance for a child in rural 
areas in the age-group 6 to 11 for attending the school was 
fixed at about one mile. 


The Second All India Education Survey (1967) revealed 
that in almost all the states, villages with a population of 300 
or over and sometimes even smaler villages were provided with 
schools: 94.96 percent of rural population was served with 
primary schools in their own habitation or within a walking 
distance of one mile. Enrolment in Classes | to V increased 
from 35 million in 1960-61 to 55.5 million in 1968-69, 
and in Classes VI to VIII, it increased from 6.7 million to 
123 million. Yet, the Fourth Five Year Plan (1969-74) 
observed with concern the delay in complying with the Consti- 
tutional Directive. The recommendations of the Education 
Commission (1966) formed the basis of the National Policy on 
Education and provided a framework for the formulation of 
plan programmes. The Commission had stated that while 
the Constitutional Directive would be fulfilled in sorne places 
such as urban areas or educationally advanced states as early 
as in 1975-76, all the areas in the country should be able to 
provide five years of good and effective education to all children 
by 1975-76 and seven years of such education by 1985-86. 
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A review of the Fourth Plan performance in this field 
suggests that although substantial progress was recorded in 
the expansion of educational facilities, the targets laid down for 
elementary education were not realized in full as illustrated in 
Table : 33. It may be seen that the shortfalls have been 
particularly large in the case of girls. 


During the Fourth Plan period, a number of schemes were 
initiated for improving elementary education e.g. establishment 
of three printing presses for the publication of nationalised text 
books, provision of science equipments with the assistance of 
the UNICEF to all training institutions and a number of selected 
schools, training of science teachers in the improved curriculum, 
preparation of teachers’ manuals etc. Pilot projects were 
launched by state Governments in selected areas to reduce the 
incidence of wastage and stagnation. Similarly, programmes 
of curriculum improvement and examination reform were 
initiated by the NCERT and the State Boards of Education. 


The Fifth Five Year Plan (1974-79) has proposed that full 
time primary school facilities will be provided for 97 per cent 
of the children in the age-group 6-11 and 47 per cent in the 
age-group 11-14 by the end of the Plan. This will mean 
the creation of additional facilities for 145 lakh children 
in Classes | to V and 66 iakhs in Classes V! to VIII. In addition, 
about 78 lakh children of the age-group 11-14 will be provided 
part-time education. If these enrolment targets are realised 
in full, it should be possible to fulfil! the Constitutional obliga- 
tion by the end of the Sixth Five Year Plan.1° However, it has 
been conceded that some regional disparities may continue, 
particularly in respect of the enrolment of girls and children of 
the Scheduled Castes and Scheduled Tribes. State-wise 
position in regard to elementary education. is given in Table: 
32. The table reveals that the shortfalls have been particularly 
large in the states of Andhra Pradesh, Bihar, Orissa, Madhya 
Pradesh, Maharashtra and Rajasthan. 
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Girls Education 


Although there has been a large scale expansion of elemen- 
tary school facilities for girls, disparities still exist in the relative 
utilisation of available facilities by boys and girls at various 
stages of elementary education, as illustrated in Table: 31. 
The Fifth Plan has made provisions for increasing the supply 
of women teachers by giving scholarships to the local girls, 
organising condensed and correspondence courses, and re- 
orienting the curriculum to meet girls’ special needs and re- 
quirements. 


Measures for preventing wastage and stagnation 


Since most of the children, who dropout or are withdrawn 
from schools prematurely, do so mainly for economic reasons, 
it has been accepted that given the present level of per capita 
income, it would be unrealistic to expect that the problem of 
dropouts can be completely solved in the near future. In 
the meantime, certain important measures have been proposed 
to reduce the incidence of wastage and stagnation. A 
‘multiple entry’ system would be introduced at the primary 
school stage enabling the children to get education at the time 
most convenient to them and their parents. Under this system, 
children above 10, who drop-out after the first year or two, 
would be taken in special part-time classes which would make 
them functionally literate. This would ensure that children 
of one age-group do not sit with others of lower one and lose 
interest in their studies. After the spec/a/ classes, these chil- 
dren would be given education in Class V. 


Another facility to be provided to the grown-up children, 
who cannot be full-time student is part-time primary education. 
Yet another feature to be introduced will involve the utilisation 
of /oca/ talent of the community in the teaching of subjects like 
music and crafts. Efforts would be made to relate school 
curriculum to the environment. Similarly, the school terms 
would be adjusted to the harvesting and sowing seasons." 
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The Fifth Plan proposes to lay much greater emphasis on 
improving the quality of primary education, particularly 
with a view to enhancing the efficiency and productivity 
of the schools. Curricular reorientation, adoption of appro- 
priate teaching methodologies, improving the teachers’ 
competence through pre-service and in-service training pro- 
grammes, expanding basic physical facilities and strengthen- 
ing educational administration at the district level are some 
of the measures directed at qualitative improvement of 
primary education. It has been postulated that social justice 
and national productivity would both be served with the uni- 
versalisation of elementary education through work-centred 
formal and non-formal education. 


Pre-School Education: Programmes and Services 

The beginning of efforts for providing pre-school education 
can be traced back to 1885 when missionary organisations 
pioneered the efforts for providing pre-school education by 
opening kindergartens in Lucknow and Poona. In the early 
20th Century, theosophists and other private agencies orga- 
nised efforts to popularise pre-school education. The in- 
fluence of Tagore and Annie Besant also contributed towards 
spreading the movement and, consequently, the ten years 
between 1920 and 1930 witnessed a mushroom growth of 
many nursery schools throughout the country, particularly in 
South India. The arrival of Madame Montessori in India and 
her association with Mahatma Gandhi gave further impetus to 
the movement. 


The programme, however, covered only the children coming 
from urban-based, well-to-do families, and under-privileged 
children of rural areas and urban slums were left unattended. 
Pre-school educational efforts for the latter category were 
initiated by Balkan-Ji-Bari, The All India Women’s Conference, 
Guild of Service and the Indian Council for Child Welfare. 


Governmental concern for the promotion of pre-school 
services is evident from the number of expert bodies set up by 
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the Government from time to time. The Sargent Committee 
Report (1944) was the first official document which high- 
lighted the need for pre-school education to the disadvantaged 
children. The committee was bold enough to suggest that 
State should take up the cause of pre-primary education. 


The First Five Year Plan (1951) pointed out the 
vulnerability of children in pre-school stage and pleaded for 
increasing activity on the part of local bodies to organise bal- 
wadis, especially in rural areas. The Government's role was 
confined to evolving suitable methods of pre-school education. 
training personnel and providing grants-in-aid to voluntary 
agencies for running balwadis in rural areas. The first large 
scale attempt to provide pre-school services for rural children 
came up with the setting up of balwadis in the 50’s under 
the initiative of the Central Social Welfare Board. 


The Second Five Year Plan (1956-61) stressed the need 
to intensify the efforts to popularise basic education pro- 
gramme. The constitution of a ‘Child Care Committee’ by 
the Ministry of Education and Central Social Welfare Board 
in 1960 for preparing a comprehensive plan for the young 
child (O—6 age-group) marked another milestone in the history 
of pre-school programme in India. The Committee examined 
the problems of pre-school child in depth and suggested long- 
term experimental projects for evolving comprehensive services 
for children. Development of the pre-school as a_ possible 
focal point for delivering various services for children was 
indicated and different models of pre-school programme 
were outlined. The Committee felt that the responsibility 
for starting pre-schools should be left to voluntary organisations 
with adequate assistance from the Government. 


The Third Five Year Plan (1961-66) stressed the need to 
expand facilities for pre-school education. Improvement of 
existing balwadis, opening new balwadis and expansion of 
training programmes for balsevikas were the main schemes 
recommended for promoting pre-school education. 
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The Education Commission Report (1966) outlined the 
importance of pre-primary education particularly for children 
coming from urban slums and unsatisfactory home environ- 
ments. The Commission set out a target of enrolment of 5 
per cent of the children in the age-group 3 to 5 by 1985-86. 


The Committee on Programmes for Child Welfare (Ganga 
Saran Sinha Committee) was set up in 1968 by the 
Department of Social Welfare with the specific purpose of pre- 
paring a programme for child welfare. The Committee re- 
viewed the recommendations of the Education Commission 
and felt that coverage of pre-school education programme 
should be accelerated to reach at 10 per cent of the age-group 
3 to 5 in a period of 10 years beginning from 1969-70 and 
priority being given to children of vulnerable groups. To 
cover the desired percentage, the Committee felt that it was 
necessary to increase enrolment from 850,000 in 1965-66 
to 36 lakhs by 1978-79.38 


The Fourth Five Year Plan (1969-74) underscored the vital 
role of the voluntary sector in developing pre-school education 
in the country. The Government's area of operation was 
limited to certain strategic fields such as training of teachers, 
evolving suitable teaching techniques and production of 
instruction materials. 


In 1972 the Ministry of Education and Social Welfare 
appointed a Study Group on the Development of the Pre- 
school Child. The Group spelt out the various needs and 
requirements of the pre-school child and emphasised the 
importance of providing integrated services covering education, 
health, nutrition and welfare for promoting the optimum physi- 
cal, mental, emotional and social development of the pre-school 
child. Mobilising community support and involvement, em- 
ploying local women in rural areas, maximum utilisation 
oi institutional infra-structure, and adoption of a variety of 
models were important aspects of the Group’s recommenda- 
tions. The Group visualised coverage of 10 per cent of 
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children from families below the poverty line and are between 
3 to 5 years of age (or 5 million children) by 1981. 


During the Fifth Five Year Plan (1975-80) it has been en- 
visaged that children’s play centres for the age group 3-6 
would be attached to selected primary schools. In addition, 
private agencies and voluntary organisations will be encouraged 
to start pre-primary schools and the State will further assist 
in strategic areas of teachers training, preparation of teacher 
guides and manuals, and promotion of research for evolving 
methods of pre-school! education suited to our conditions. 
In some Integrated Child Development Services projects pre- 
school education wil! be introduced on an_ experiemental 
basis. 


From the above brief account it can be seen that pre-school 
education in India has moved in two parallel directions. As 
part of education, it has been left to private initiative with the 
Government taking practically no responsibility. As part of 
social welfare services, it has developed in a limited manner 
in the form of balwadis in rural and urban projects of the 
Government through the Central Social Welfare Board and 
Departments of Community Development. 


Since Independence, importance of development of pre- 
school education programme on a viable scale has been 
recognised and various committees, commissions and study 
groups have suggested many appropriate measures to improve 
the programme qualitatively and quantitatively. But due to 
constraints on resources and other administrative difficul- 
ties, most of the recommendations could not be im- 
plemented. It is maintained that Government can assume 
only limited responsibilities in view of scarce resources and its 
commitment to the provision of compulsory primary education. 
The role of voluntary sector, on the other hand, in developing 
a variety of approaches and of the CSWB in building up a net- 
work of rural institutions has been commendable. As a 
result the number of pre-schools has risen from 303, with an 
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enrolment of 28,000 in 1950-51 to 3500 with an enrolment of 
2,50,000. In addition, 20,000 balwadis, with a total enrol- 
ment of 600,000, are supported by the CSWB and Community 
Development Administration. There are 75 pre-primary 
teachers’ training institutions i the country, though with 
varying standards of admission. content of programme and 
approach. 


The experiments of the States of Tamil Nadu, Maharashtra 
and Rajasthan in the field of pre-school education deserve 
special mention. Tami! Nadu has successfully experimented 
with training of local women as pre-schoo! teachers and allot- 
ment of free land by the village council for the construction of 
the balwadi, as a part of its low-cost and CARE supported 
pre-school care programme. As a result of development over 
the past decade, there are at present 1,443 balwadis at work. 
The State of Rajasthan launched another kind of experiment 
in 1970-71 of attaching pre-primary classes to primary schools. 
Similarly, Maharashtra has also initiated a programme of 
attaching pre-primary classes to primary schools and giving new 
orientation to teachers’ training programme. At Kosbad, 
an institution has developed a new kind of structure called 
‘Vikaswadi—-which is a creche, a balwadi and a primary 
school under the same roof. In Delhi, a chain of day-care 
centres nas been established for the children of migrant cons- 
truction workers on work sites providing an integrated pro- 
gramme of total care and education. 


With the present limitation of resources, it is not possible to 
think in terms of extending pre-school education to all children 
in the near future. Ways and means are being evolved for 
making pre-school education inexpensive. Some of these 
measures are: (i) Community involvement and participation; 
(ii) devising indigenous materials and play equipments: and 
(ili) training local women as balwadi teachers. 
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TABLE 29 
Growth of Enrolment in School Education: 1968-69 to 1978-79 


(enrolment in thousands) 
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‘Stage/Age Group _ Total Position Anticipated Target Likely 
Boys/Girls 1968-69 Achievement 1974-75 Position 
1973-74 1978-79 
(Target) 
Primary Classes Total 54389 63754 69978 78207 
ed S50 ee ee 
1-V (6-11 years) Boys 34210 39353 42531 46319 
Girls 20179 24401 27447 31888 
Middle Classes Total 12051 15029 17271 21580 
Eee ea 
VI-VIII(11-14 yrs) Boys 8711 10492 11858 14326 
Girls 3340 4537 5413 7254 
Elementary Classes Total 66440 78783 87249 99787 
I-VII (6-14 yrs) Boys 42921 49845 54389 60645 
Girls 23519 28938 32860 39142 
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Source: Annual Plan 1974-75, and Draft Fifth Five Year Plan 1974-79, Vo.. \\" 
Government of India, Planning Commission. 
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Enrolment of Childreri of the Age-group 6-14 in Classes |—VI/I 


(Enrolment as percentage of population in the age-group) 


Classes I-V/age-group 6-11 Classes VI-VIIl/age-group 


11-14 

Year Boys Girls Total Boys Girls Total 
1950-51 59.8 24.6 42.6 20.7 4.5 i bear 
1955-56 70.3 32.4 52.9 25.5 6.9 1 6.5 
1960-61 82.6 41.4 62.4 33-2 ¢ ie fre 22.5 
ae se 56.5 76.7 44.2 17.0 30.9 

- ; 57.0 : 

sega ae 5 75.8 45.0 1 8.0 31.9 
(anticipated) 100.2 66.4 
er 23.9 48.3 22.2 35.6 
(target) 1411:3 81.9 97.1 60.4 32.8 47.1 
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Source: Draft Fifth Five Year Plan, 1974-79, Volume-ll, p. 194. 
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TABLE 31 


Expansion of Girl's Education 


total 
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Year 1-V enrolment 
sa percent- — 
Total girls age of 
Col. 1 
0 1 2 3: 
1950-51 19.15 5.38 28.1 
1955-56 25.17 7.64 30.4 
1960-61 34.99 11.40 32.6 
1965-66 50.47 18.29 36.2 
1968-69 54.39 20.18 37.1 
1973-74 63.75 24.40 38.3 
(anticipated) 
1978-79 78.21 31.89 40.8 
(target) 
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Source: Draft, Fifth Five Year Plan Planning Commission, Government of India, 
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TABLE 33 


Enrolment Targets and Achievements in the Fourth Plan 


TY 


(figures in lakhs) 


Age-group/Classes 1968-69 1973-74 1973-74 
(target) (likely position) 
o£ as eee 
6-11/I to V 
Boys 342.10 (93) 412.50(105) 393.53(100) 
Girls 201.79 (57) 273.30 (73) 244.01 (66) 
Total 543.89 (76) 685.80 (90) 637.54 (84) 
11-14/VI to VIII 
Boys 87.11 (45) 121.90 (56) 104.92 (48) 
Girls 33.40 (18) 59.10 (29) 45.37 (22) 
Total 120.51 (32) 181.00 (45) 150.29 (36) 


Note:— Figures in parentheses indicate enrolment as percentage of the population 
of the relevant age-group. 


Source: Draft Fifth Five Year Plan, 1974-79, Vol. Il, p. 191. 


TABLE 34 


Literacy Rates in India—1961 to 1977 


(Percentage of literates to total population) 


Total Population Rural Urban 
Year ed ee Oa 
Males Females Total Males Females Total Males Females Total 
1961 34-57 9013.0) 24.0" 29:1 8.5 19.0 57.5 345 47.0 
1971 3915. 118.4) 29:3. 33.8 12.9. 23:6 361.6) 841-9 525 
Source: Ashish Bose, Studies in India’s Urbanization—1 901-1971. 
TABLE 35 
Wastage at Primary Stage 1964-65 
Enrolment. Enrolment Wastage Percentage 
(in ,000) in (in ,000) in (in ,000) Wastage 
Class | Class IV/V 
(4 to 5 years (during the 
before) year) 
Boys 8950 3704 5246 58.6 
Girls 4921 1735 3186 64.7 
Total 13871 5439 8432 61.8 


Source; Education in India, 1964-65, p. 55. 
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CHAPTER V 
CHILD WELFARE 


“But somehow the fact that ultimately everything 
depedns on the Auman factor gets rather lost in our 
thinking of plans and schemes of national development 
in terms of factories and machinery and general schemes. 
It is all very important ard we must have them, but 
ultimately of course, it is the human being that counts, 
and if the human being counts, well, he counts much 
more as a child than as a grown-up.” 


-—Jawaharlal Nehru 


Status of Chind Welfare 


The term child welfare is used to denote the total well- 
being of children. It signifies programmes which benefit 
children and fincorporates measures which promote environ- 
mental conditions congenial to children’s healthy development, 
which prevent whatever may be detrimental to them, and 
protect them from harm and help overcome obstacles to 
the fuller development of their individual potentials. Child 
welfare, therefore, stands to mean a collection of activities 
which improves economic, social and cultural environment of 
‘children and provides services for promoting and protecting 
their “well-being, preventing them from getting into all 
kinds of maladjustments and curing and rehabilitating them 
when handicapped.? 


Since the child is relatively inaccessible, dependent 
upon mother’s acceptability of services, efforts are needed to 
be directed towards mothers or families as a whole. One of 
the important responsibilities of the community and the State 
is to assist the family in every way so that it can fulfil its 
natural obligations towards the welfare of children. 
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Need for Supportive Services for the Family 

The child is a product of social environment and for him 
family is a primary social group where he seeks love and 
affection, comfort and security and the fulfilment of his basic 
physical, emotional and psychological needs. An orphaned, 
destitute or delinquent child is a victim of broken or uprooted 
home or unhealthy social evironment depriving him of physi- 
cal and social security. The transition from joint family 
system to nuclear type of family, the rising cost of daily 
necessities and various other economic and social compul- 
sions are impelling mothers to take to gainful employment, 
part-time or full-time, to supplement the family income. A 
large number of families, both in rural and urban areas of the 
country, are below the poverty line and require substantial 
support and assistance from the Government and other 
outside agencies. The need for supporting services by way of 
creches, balwadis and day-care centres is increasingly being 
felt in industrial as well as rural areas by families where 
both father and mother are required to work outside home 
for long hours. 

Though there has been a substantial increase in the 
volume of child welfare services in the country, most of the 
welfare programmes in the past were mainly designed with 
the objective of providing assistance to individuals and groups, 
who, on account of certain handicaps, could not take advant- 
age of the amenities and services for the community in 
general. These services were largely curative and ameliorative 
in nature. The preventive and developmental aspects of 
social welfare, which are far more effective in the long run, 
could not receive adequate attention. 

As far as welfare needs of children are concerned the 
CSWB was charged with the responsibility of promoting child 
Care services in the country by strengthening voluntary action 
in this field through its massive grants-in-aid programme and 
other technical services. But an analysis of voluntary 
organisations, supported by the CSWB, reveals that these orga- 
nisations are largely concentrated in big towns, cities and 
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metropolitan areas. There are very few voluntary organisations 
catering to the needs of children in rural, tribal and backward 
areas.2_ A few national levei voluntary organisations e.g., 
Indian Council for Child Welfare, Bhartiya Adim Jati Sevak 
Sangh, Harijan Sevak Sangh and Bhartiya Gramin Mahila 
Sangh have tried to maintain a skeletonic child welfare service- 
structure. When compared to the magnitude of the problem, 
the total voluntary effort in the field of child welfare, has been 
negligible. 


The efforts of the government, on the other hand, were 
mainly directed towards experimentation of services, provision 
of institutional support and coordination of activities in the field 
of child welfare. While successive five year plans have consis- 
tently emphasised the importance of promoting child welfare 
services, an element of inconsistency and strictly sectoral 
approach can be noticed. Experience of organising child care 
and welfare services under different sectors, during early plan 
periods, reveals that this was not the effective method of carry- 
ing services to various target groups. Unintegrated and 
sectoral approach also involved unnecessary duplication of 
effort and considerable waste of precious resources. 


Recreational Needs of Children 


Proper and adequate recreation is considered vital for the 
over-all development of the child. Healthy forms of recreation 
are instrumental in character-building among children; promote 
team spirit, cooperation and a sense of social responsibility, 
besides providing facilities for creative expression. Recreational 
services needed for children are provision of a wide range 
of facilities for indoor and outdoor activities such as play- 
grounds, parks, hobby centres, creative arts and films, drama- 
tics, dance, music, hiking, swimming, nature study, etc. All 
these important needs are very inadequately recognised in 
India. The facilities for organised recreation available in urban 
as well as rural areas have been found woefully inadequate 
and the attitude of the community to provision of recreational 
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facilities for children generally apathetic.* Central and State 
governments and local bodies have assumed very limited res- 
ponsibility for providing recreational facilities to children. Some 
of the voluntary organisations, such as the Indian Council 
for Child Wellfare, Balkan Ji Bari, Bharat Scouts and Guides, 
Kishore Dal and Bal Anand Sangham, have made efforts in this 
direction but the coverage of their services is very limited. 


The provision of children’s literature and libraries in the 
country is also very inadequate. The Ganga Saran Sinha 
Committee observed that there was hardly any separate 
library for children. Even in general libraries, very few had a 
children’s section.4 Consequently, children are exposed to 
commercially produced comics, literature full of horrors, 
violence and other undesirable contents. With regard to 
children’s films some efforts have been made by the Children’s 
Film Society to produce films for children. But its work has 
been of a very limited nature and has not been able to offer 
any viable alternative to commercial films. 


The movement to start a chain of Bal Bhawans, Children’s 
Theatres and Childrens Museum is still in its infancy and 
only few metropolitan towns have these facilities. It is not 
possible to have such prestigious institutions, with elaborate 
facilities and expensive equipments, all over the country, 
at least not so many that they can reach the millions of 
ill-provided children in the country. To reach the children 
in towns and villages, and in the more congested and 
crowded areas of cities, the need is to start small recreation 
centres, in an inexpensive way, manned and managed by the 
neighbourhood itself. 


Children in Distress—The Working Child 


To any one who observes the Indian scene, one of the 
most disturbing facts is that most young persons who should 
be at school, are at work. Millions of children are working 
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long hours and constitute not a negligible part of the labour 
force in agricultural and industrial sectors; in fields, quarries, 
mines, plantations, factories, shops, offices and households. 


According to 1971 Census, there were about 10.7 
million children, out of 228 million in the age group 0-14, 
who were employed in some job or the other. Of these 
about 7.9 million were boys and 2.8 million girls. Child 
workers thus constituted nearly 6.1 per cent of the total working 
force and about 4.7 per cent of the children under 14 years 
(Tables 36-38). These figures fail to give a complete picture 
since much of the employment of children is not reported. 
This is especially true of the unorganised sector of industry. 


On the basis of figures on school enrolment and employ- 
ment, a rough estimate can be made of children between 6 
and 14 years, who were niether at school nor reported as 
workers. Out of 115 million children in the age group 6-14 
the reported number of children enrolled was 75.5 million 
and those reported as employed 10.7 million. This leaves out 
roughly 28.8 million children of 6-14 age group whose activity 
status remains unspecified. A further computation indicated 
that by and large these were girls most probably engaged in 
domestic chores. . 


Children who are employed at a very early age are not only 
forced to carry out activities which are beyond their physical 
capacity or are exploited by unscrupulous employers, but are 
also deprived of education, recreation and rest which are basic 
to their growth and development. Although the employment 
of children in large-size factories is banned under the Factories 
Act 1948, in small scale and cottage industries such 
as bidi making, match factories, mechanical workshops, eating 
places and domestic occupations their employment is sizeable. 
Most of them are exposed to environment which is not 
conducive to their growth as normal children. Besides, the 
implementation of laws, protecting the interests of children in 
factories, mines, and plantations, has not been satisfactory due 
to inadequacy of inspection machinery and many children are, 


ST 


therefore, exposed to hazardous and unhealthy work conditions. 
Some of the parents are at times forced to send their children 
to work under conditions of risk due to acute poverty and 
starvation. 


As the problem of child labour is directly connected with 
the problem of promoting economic and social well-being of 
the families belonging to lower income strata, its resolution 
will depend to a large extent on the ability of the Government 
and society to promote economic and social development 
of this section of the population, besides providing educational 
facilities within the reach of all children. An effective enforce- 
ment of the existing social legislations protecting the interests 
of young population, provision of necessary supportive services 
such as mid-day meals, free supply of text books and uniforms, 
scholarships for children belonging to the poor families are 
some of the measures suggested to combat the menace of 
child labour.6 But what is more important is to generate 
public opinion against child labour and involve voluntary 
organisations, civic bodies and educational institutions in 
developing effective programmes in this area. 


In a welfare state and in a programme, centred round the 
child as the builder of the society, the persistence of child 
labour means the sacrifice of the future to the present and the 
denial of every form of justice to the child concerned. 


Children Without Childhood 


Poverty and the stranglehold of traditions continue to 
deprive the Indian child of the opportunities for reasonably 
healthy physical growth, mental development and protected 
childhood. Once the economic foundations of the family, 
the haven of the child, are seriously shaken, the future of the 
child is doomed. The general atmosphere of neglect and 
deprivations forces children out of their families into urban 
areas. Here with niether families nor friends, they manage 
to by survive seeking work at the tender age of 8-14 years. 
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They either swell the ranks of sweated labour employed by 
petty shopkeepers, craftsmen or eating houses, or are forced 
to join gangs engaged in antisocial and criminal activities. 
Many of them, however, become vagrants and are condemned, 
under the provisions of the ‘Children’s Act’, to spend barren 
years in soulless institutions or ‘homes’ in the company of 
contanimating individuals. 


There are no reliable statistics of such homeless, destitute 
children. The Working Group on Policy and Programmes 
for Destitute Children, set up by the Planning Commission at 
the time of formulation of the Fourth Plan, determined their 
number at 0°5 per cent of the total child population. On the 
basis of this rough estimate, it can be said that there are 
somewhere between 1:05 milliori and 1:15 million destitute 
children in the country. But social workers and others in 
the field feel that the figure should be much higher and any- 
where between 1 per cent and 5 per cent.’ 


There is also no reliable data about the number of orphan- 
ages inthe country, their conditions, status of services and faci- 
lities etc. The Central Social Welfare Board, which aids some 
270 orphanages and 40 foundling homes, has made an analysis 
based on a limited study of 131 institutions which reveals 
unscientific and qualitatively poor nature of services offered 
by these institutions to institutionalised children. Institutional 
form of treatment has the basic limitation of being artificial 
and unnatural, divorced from the social milieu in which it 
operates. Farther it goes from social and family norms, worse 
are the effects on the child. Entire institutional culture with 
hardly any emotional investments and with _ its 
in-built constraints impose severe limitations on the child's 
growth and development. 


Modern trends in social welfare lay increasing emphasis 
on the need to rehabilitate destitute and abandoned children 
within a family framework and stress legal adoption as the 
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ideal for every socially handicapped child. But we have not as 
yet been able to devise an adoption code that would give 
every child born on this soil, irrespective of caste or creed, 
the right of a name and a permanent place outside the institu- 
tional pale. The Adoption of children Bill, first introduced in 
Parliament in 1955 and againin 1972 is still lying in cold 
storage. The passage of the Bill has run into difficulties due to 
resistance it has encountered from certain communities. 


In the absence of a general law on adoption (except among 
the Hindus) unscrupulous operators are taking advantage 
of legal sanctions under the Guardians and Wards Act of 1890. 
They are helping foreigners take away Indian children, charging 
fancy fees for getting the cases processed and even buying 
or ‘securing’ children from hospitals and smaller orphanages. 
Meanwhile, the Government has been promoting foster care 
services but these are in an experimental stage and very limited 
in operation. 


The handicapped child 


The handicapped group includes children who suffer from 
some kind of disability which limits their normal functioning. 
In recent years, there has been a growing realisation that the 
handicapped child has a_ personality of his own, a zest for 
life and a desire to be a useful member of the society. Handi- 
capped children are classified under the following categories: 

(i) Sensorily iimited, i.e., blind, deaf-mute etc. 

(ii) Orthopaedically handicapped. 


(iii) Cerebrally handicapped, i.e, those suffering from 
brain injury. 


(iv) Mentally retarded, i.e., those with low 1.Q. 


(v) Emotionally distributed, i.e., those suffering from 
psychotic or neurotic disorders. 


No dependable data is available about the size of the 
handicapped population, especially handicapped children. 
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India does not have a system of registering and enumerating 
handicapped children. Handicapped persons were last 
enumerated in 1931 during census operations. Since then 
for a number of cogent reasons the Registrar General of 
Census has discontinued enumerating handicapped persons. 
Despite these limitations, certain global estimates are widely 
accepted. According to these, the country has over 3 million 
handicapped children. There are about 0.5 million blind, 0.2 
million deaf, 0.5 million orthopaedically handicapped and nearly 
2 million mentally retarded children. The Ganga Saran Sinha 
Committee, however, considered these figures very conserva- 
tive and put the number of handicapped children somewhere 
around 9 per cent of the total child population. On this basis 
nearly 25 million children in the country should be suffering 
from one disability or the other. 


The services and facilities available for treating, training and 
rehabilitating handicapped children are highly disproportionate 
to the size and magnitude of the problem. The country has 
nearly 200 institutions and associations for the blind which 
cater to the needs of only 2 per cent of blind children. About 
70 schools in the country impart education and training to 
only 2 per cent of deaf children. For orthopaedically handi- 
capped children there are only about two dozen organisations 
providing educational and training services to severely crippled 
children. Similarly, 81 specialised institutions available for 
treating and caring for mentally retarded children are wholly 
inadequate. Nor is the supply of trained personnel for 
manning these institutions commensurate with the need.° 


Legislative Support and Protection to Child 


Legislation for the child had beginnings in the Indian 
Constitution which provides that, 


“Children and youth should be protected against exploi- 
tation and moral and material abandonment” [Directive 


30 (F)]. and 
— 109 101 


~_ 


“No child below the age of 14 years shall be employed 
to work in any factory or mine or engaged in any other 
hazardous employment” (Article 25). 


These Constitutional provisions were followed by legisla- 
tions for children only in some states (Appendix C). Eighteen 
states are without the requisite acts or minimum legislative 
measures for the care and protection of the child. It is estimated 
that, in various States and Union Territories in India there are 
about 10,000 young offenders below 16 years of age confined 
to prisons, along with adult offenders. A large majority of 
delinquents is not spared the formal processing through the 
hands of the police, the probation officer, the lock-up, and 
the court. Institutional services under the Children Acts such 
as Remand Homes, Observation Homes, Special Schools, 
Certified Schools are still at a developing stage and unless 
special care is taken to lay down minimum standards, children 
are not likely to benefit more in these institutions for lack of 
opportunities for healthy development. 


The Adoption of Children Bill, as discussed earlier, is still 
pending, thus impeding the welfare of millions of destitute 
children. Child labour and child exploitation for various other 
purposes is still rampant and well tolerated in spite of the 
Article 25 and the Direction 30 (F) of the Indian Constitution 
and several legislative measures enacted to control the menace. 
It is because these legislations have not been backed by 
effective enforcement and vigilance machinery, 


Child Welfare: Programmes and Services 


In the long history of child welfare services in India, volun- 
tary organisations have played a pioneering role. Long before 
the initiation of development plans in India voluntary organisa- 
tions were engaged in various programmas and services in the 
field of child welfare. At the beginning of the First Five Year 
Plan, there were 558 voluntary organizations rendering welfare 
services for children.11_ Some of the earliest effcrts go back to 
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the mid-twenties. Significant contributions were made by such 
organisations as the Indian Council for Child Welfare, the 


Indian Red Cross Society, the All India Women’s Conference 
and others. 


After Independence, the State assumed greater responsi- 
bility towards the welfare of children. Governmental concern 
for the promotion of services for the growth and development 
of children is evident from a number of expert bodies that have 
been appointed from time to time. Some of the important 
ones are : the Health Survey and Planning Committee (1959); 
the Child Care Committee (1960); the Ganga Saran Sinha 
Committee (1968) and the Study Group on Pre-school Child 
(1972). These Committees examined the problems of children 
in depth and suggested long-term measures and experimental 
projects for evolving comprehensive services for children. 


The First Plan (1951-56) observed that “considering the 
number involved, the needs of children sdould receive much 
greater consideration then is commonly given to them.” The 
major responsibility for developing child welfare services, 
however, was placed on voluntary organisations. The need to 
strengthen the numerous voluntary organisations was reco- 
gnised and for this purpose a separate board with adequate 
administrative authority was proposed to be set-up. The Plan 
further suggested setting up of child guidance clinics, creches, 
children’s centres and services for Juvenile delinquents and 
handicapped children. 


The Central Social Welfare Board was set up in 1953 and 
initiated ‘Welfare Extension Projects’ for rendering welfare 
services to women and children in rural areas. The programme 
consisted of maternity and child care services, educational and 
recreational activities for children, adult education and craft 


training for women. 


The Second Plan (1956-61) recognised that due to finan- 
cial limitations, the growth of child welfare services would have 
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to be a slow process. The role of the Government was viewed 
as supplementary in nature and that of voluntary organisations 
primary with some financial assistance from the Government. 
The Government, however, showed great concern about the 
problems of Juvenile delinquency and handicapped children. 
Expansion of institutional programmes and creation of addi- 
tional facilities such as model schools for blind and deaf 
children, provision of scholarships to handicapped children 
and training of teachers for the physically and mentally handi- 
capped children were envisaged. 


The Central Social Welfare Board was given the responsi- 
bility for promoting voluntary effort in the field of women and 
child welfare through its grants-in-aid programme. Realising 
that the Ministry of Community Development was also operat- 
ing a programme for rural women and children in community 
development blocks and thus duplicating efforts, the CSWB 
and the Ministry of Community Development agreed in 1957 
to set up Welfare Extension Projects in a coordinated manner. 
While the programme-content and emphasis remained un- 
changed, the organisational structure was strengthened and 
project coverage increased. 


The Third Five Year Plan (1961-66) re-emphasised the 
importance of child welfare programmes and stressed that 
welfare services should be community and family oriented. 
The concept of organising integrated services for the growth 
of children was enunciated in the plan and the proposal to 
take up in each state and Union Territory at least one pilot 
project in child welfare was made. In order to strengthen the 
system of pre-school education, a scheme for training of 
balsevikas was recommended. The problems of juvenile 
delinquents and beggars received special attention. 


The coordinated Welfare Extension Projects of the CSWB 
were evaluated during this period. The evaluation study 
strongly supported the idea of recasting the scheme to make 


104 


it a composite programme of family and child welfare in 
which the family could be looked upon as the unit of 
development. The Family and Child Welfare projects (FCWP) 
were started in 1967 by converting the Welfare Extension 
Projects to the new model. 


During the third plan, a scheme known as the Integrated 
Child Care Services Demonstration Projects was started in 
the country on an experiemental basis. The main activities 
under the scheme were the provision of integrated services to 
children in villages, especially to pre-school children; and 
the provision of basic training to women in home craft, mother 
craft, health education, nutrition and child care. Eighteen 
such projects were started in 1967 but the scheme was con- 
cluded even before it could strike any roots in the soil. 
These projects, like the welfare Extension Projects were also 
converted into the FCW Projects. 


The Fourth Five Year Plan (1969-74) stressed the 
importance of organising institutional and_ non-institutional 
services for destitute children and allocated special funds 
for this purpose. The CSWB sponsored 3 foster care 
service projects, two in Bombay and one in Madras, through 
which attempts were made to settle destitute or orphan 
children within a family framework. The Delhi Adminis- 
tration and Punjab Government also launched foster care 
services. The pattern in all the programmes is that a 
sum of Rs. 50 is paid to a family to take care of the child and 
supervising liaison is kept by social workers to safeguard the 
child’s interests of the child. 


The Fourth plan identified some weeknesses in the field of 
welfare planning, i.e. the absence of research and monitoring 
services, lack of statistical data, deficiencies in management 
and supervision at the field level and absence of intersectoral 
coordination. During this period, the CSWB sanctioned 
grants-in-aid to about 3000 voluntary organisations amount- 
ing to atotal of Rs.1 91 lakhs. The Board started 163 new FCW 
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Projects bringing the total number of projects to 281. The 
Board also extended grants-in-aid to voluntary organisations 
for organising 926 holiday camps for children belonging to 
low income group families 


Besides the three National Institutes for the blind at 
Dehradun, the deaf at Hyderabad, and the mentally retarded at 
Delhi, one more Institute for the orthopaedically handicapped 
was set up at Calcutta. About 7500 scholarships were 
awarded to the physically handicapped children and youth to 
enable them prosecute their studies. For the placement of 
handicapped persons, 9 employment exchanges were set up.*# 


With a view to contributing to the improvement of the 
social environment in metropolitan towns, the Department of 
Social Welfare prepared a scheme of /ntegrated Services for 
Children and Youth in Urban Areas with focus on those resid- 
ing in urbanslums. The scheme envisages the provision of 
sanitation facilities, primary education, health services, adequate 
nutrition, recreation. vocational preparation, etc. to children 
and youth in urban areas in the age group of 0-19. Twelve 
cities, namely, Bombay, Baroda, Lucknow, Delhi, Madras, 
Howrah, indore, Jaipur, Hyderabad, Patna, Trivendrum, and 
Amritsar have been selected for this scheme and the Centre 
for Research and Training in Municipal Administration (IIPA), 
New Delhi, is preparing draft proposals in respect of these 
cities.14 


Child Welfare in the Fifth Plan 


The Fifth Plan approach aims at a proper integration of 
welfare and developmental services. A major thrust will be on 
the expansion of preventive and developmental programmes 
of child welfare. The Plan envisages the programming of 
welfare services taking the family as a unit of development 
and according high priority to child welfare. To ensure 
healthy growth and development of children, especially those 
in the age-group 0-6, a scheme known as the Integrated 
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Child Development Services (!CDS) programme, with emphasis 
on supplementary nutrition, immunisation, health check-up, 
referral services, informal education and nutrition education will 
be launched in the Fifth Plan on a fairly large scale. The pro- 
gramme would be directed at the pre-school children, pregnant 
women and nursing mothers, particularly those from the 
weaker sections of society. These efforts are proposed 
to be further supplemented by the Minimum Needs Pro- 
gramme. as envisional in the plan document for catering to 
the needs of families of vulnerable groups. 


A much-awaited National Policy for Children Resolution 
was adopted by the Government of India in August 1974 
(the resolution can be seen in Appendix: ‘B’). The Resolu- 
tion spells out the various measures to be adopted and priority 
to be assigned to children’s programmes with a focus on 
certain defined areas. “The Resolution, inter alia, provides for 
the constitution of a National Children’s Board under the 
Chairmanship of the Prime Minister. This indeed marks a 
watershed in the child welfare movement in India. 
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TABLE 36 


Reported Child Labour—I/ndia 1961 and 1971 


(figures in millions) 


\- “ie 1961 Px 1971 

Child . Reported Child Labour Child Reoorted Child Labour 

Population ——_—_——_—_--—Population ——————______ 

(0-14 yrs) Males Females Total (0-14 yrs) Males Females Total 
180 8.7 5.8 14.5 228 7.9 2.8 10.7 


Source: Census Reports 1961 and 1971, Office of the Registrar General, Govern- 
ment of India. 


TABLE 37 


Total Workers all Age-groups and Child Workers (0-14), India, 1971 
(Activity- wise) 


(population in thousands) 


i 


Total All Age Groups Child Workers 
Males Females Males Females 

6 ——— ee aes 
1. Cultivators 68,910 9,266 S125 746 
2. Agricultural labourers 31,695 15.794 3,004 1,582 
3. Forestry and Plantations 3,514 783 744 142 
4. Mining and Quarry 799 124 14 9 
5. Manufacturing industries 14,872 2,196 440 214 
6. Construction 2,012 204 42 A? 
7. Trade and Commerce 9,482 556 198 . 14 
8. Transport 4,255 146 36 6 
9. Others 13,536 2,229 282 123 
Total Workers 1,49,075 31,298 7,885 2,853 


(Sa 
Source: Census Report 1971, Office of the Registrar General of Census, 
Government of India. 


TABLE 38 


Rural and Urban Workers and Non-Workers Classified by Sex, Age-group 
/0-14)—India, 1971 


(figures in thousands) 


ee 


Total workers Tota! non-workers Proportion of 
———_—_——— -— total workers 
Total Males Females Total Males Females to total popu- 
lation of chil- 


dren in India 


ee 


Rural 9964 7278 2686 177716 89555 88161 5:31 
Urban 775 607 168 41800 21430 20370 1.82 
Total 107329 7885 2854 219516 110985 1 08531 4.66 


—_—$$—$—$———— + — 


tL Oe 


ret Ens 
Source: Census of India 1971, Series |, Paper 2 of 1972, Registrar General and 
Census Commissioner, India. 
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CHAPTER : VI 


FUTURE PERSPECTIVE 


“We are guilty of many errors and many faults but our 
worst crime is abandoning the childen, neglecting the 
fountain of life. Many of the things we need can watt. 
The child cannot. Right now is the time his bones are 
being formed, his blood is being made and his senses 
are being developed. To him we cannot ansewer 
‘Tomorrow’. His name is ‘Today’.’’ 


Gabriela Mistral 
Nobel Prize winning poet 
from Chile. 


The Child in Second India 


The major programmes directed to children, which have 
been discussed earlier, and experience of implementing for over 
two decades the child welfare programme in the country have 
now culminated in the inter-sectoral package deal covering 
10 million women and children. But it is only a starting point. 
The task ahead is much more complex and difficult as we 
shall have to live with the problem of rapid population growth 
for the rest of the century and have to serve the children of 
India over the turn of the century i.e. Second India which is 
likely to consist of almost one billion people who will seek 
survial and fulfilment as human beings. 


According to the population projections, adopted by the 
Planning Commission, India’s population has increased from 
547 million in 1971 to 581 million in 1974, and is likely to be 
705 million in 1986. It is expected that by the turn of the 
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century the declining birth-rates will slowly lead to a fall in the 
proportion of young population to total population. Charts 
19 & 20 give details of the expected population in different 
age groups in the rural and urban population relevant to the 
Second India, under medium-2 assumption. It is interesting to 
note that the ratio of dependency is likely to fall from 8989 in 
1971 to 6835 in 2001 in rural areas and from 8754 to 6496 in 
urban areas! (as illustrated in Chart: 21). 


Assuming this pattern of population growth in India, some 
consequences in terms of minimum additional facilities needed 
by children can be projected : 


1. The additional India which will be born between now 
and the year 20001 will have to be schooled. Taking into 
consideration the population growth under the assumptions 
stated by Raghavachari, according to medium-2 projections, 
there will be 437.8 million boys and 411.58 million girls in 
rural India and 165.31 million boys and 159.43 million girls in 
urban India who will need to be enrolled in elementary schools. 
A simple calculation shows that we will need to put up one 
new school for 250 pupils, some where in the country, every 
two hours justto school the increase in population, one or two 
new schools fully equipped with men and material, in each 
district every week. If we wish to fulfill the Constitutional 
obligation, reiterated in the National Policy Resolution for 
Children, to provide free and compulsory education upto the 
age of 14 for all, then we need to build some half a million 
schools of this size during the next 25 years. In other words, 
school space will have to be provided for three times as many 
pupils during the next 25 years as we have been able to provide 
during the last 25 years. 


Even so, the tragic part of this problem _ is that although, 
since Independence until now, the population of pupils in this 
age group has risen from 34 per cent to 69 per cent, the total 
number of non-pupils has almost remained the same, at around 
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40 million. it has been worked out that unless we manage 
to have an enrolment of more than 85 per cent in the year 
2001 it will still be 40 million at the end of the century’. 


2. In the sohere of health services, it has been estimated 
that India’s population by the turn of the century is likely to 
have 220 million more young couples in the reproductive age 
group. A comparatively higher percentage of population is 
likely to survive to old age. It has been estimated that if the 
present trends in fertility and mortality continue, India will 
need more than double the existing physical health facilities, 
and medical and para-medica! personnel, even to keep up the 
current norms and standards. On the basis of at least one 
PHC for each block, an additional number of 4000 new PHCs 
would be required by the year 2001. 


Similarly, the number of buildings and auxiliary staff at the 
sub-certre will have to beincreased considerably in order to 
equip the estimated number of 94,538 sub-centres by that 
period. The requirement of doctors will go up to 2,70,100; 
of dentists 31,513; nurses 1,89,071; and sanitary inspectors 
94,538, in order to maintain the existing level and standard of 
health services. An equal number of ANMs_ will be required 
if the existing level of facilities is to be maintained.® 


3. On the nutrition front, in order to meet the demands 
of the population in the year 2001, even at the current level 
of per capita availability. our food production will have to . 
increase to obout 180 million tonnes. But this would help 
only in avoiding further deterioration inour nutritional standards. 
Even on the basis of the least-cost balanced diets proposed 
by the ICMR we will have to boost our milk production by 
200 per cent and production of oil, meet, fish and poultry by 
400 per cent in order to meet the full nutritional demands of 
our population, espicially the young population by 2001.4 The 
main road-block in the way of achievement of ba'anced diets 
by all the sections in population is the strong likelihood that 
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the availability of milk, fish, poultry, fruits and vegatables etc. 
would lag by a large margin behind the growing demand for 
these items by the better-off groups of people. 


It is obvious that expansion of nutrition programmes be- 
yond a point would be limited by the availabitity of food 
resources and that this point would come early enough. In the 
decade ahead, it has been pointed out that India’s quest for 
more nutrition to her poor and young population will depend 
as much on nutritional break-throughs as on the technological 
break-throughs in agriculture and food production.5 


Some Policy Implications 


What is happening in India, in terms of its existing and pro- 
jected modus vivendi, is typical of what is taking place in 
many developing societies in ourtime. It is imperative that 
every effort will have to be made to create institutions, situa- 
tions and educational systems that will permit and promote 
growth, integration, confidence and mutually creative exchang- 
es between and interactions with, the environment of the child. 
Governments, voluntary organisations, schools, universities, 
religious institutions and families will have to become much 
more aware ofthe changing needs of young childern and the 
necessity to reconstruct the social system in such a way as to 
enhance creativity and optimal growth of the child in times to 


come. 


In India 40 per cent population is beleived to be below the 
stark poverty line and large sections of population just a little 
above it (Chart:25). Even more than the absolute levels of 
poverty prevailing in the country, the matter of greater 
concern is the large disparities of income having its manifes- 
tations in conspicuous consumption of the few to the 
deprivation of the many. The context described above 
suggests the need for a hard-headed policy towards nutrition 
in India. Such a policy needs to be pragmatic enough to 
focus its benefits on the more vulnerable groups among the 
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poor and capable and discriminating enough to reach the 
worst-affected areas and populations. 


It has been held that the earliest possible completion of 
the unfinished public health revolution in the country is bound 
to yield results more substantial than direct programmes of 
nutritional intervention for expectant and nursing mothers, 
infants and pre-school children. Experience has shown 
that the malaria eradication programmes of the 1950s have 
had far more positive effect on conserving and promoting 
nutrition among people particularly the young, than the sum of 
all supplementary nutrition programmes undertaken so far. Of 
necessity, a nutrition programme, with an eye on cost-benefit 
ratios, will have to concentrate rather more on prevention of 
wastage and leakage of nutrition than on any positive delivery 
system directed to target groups for the simple reason that the 
former enjoys much greater chances of benefitting the lower 
social income strata for which they are intended. 


It has also been established that malnutrition and diseases 
caused or suported by malnutrition account for the large inci- 
dence of child wastage. Such a mortality incidence explains a 
large measure of non-acceptance of family planning. Ensuring 
child survival is a crucial condition for achieving the goal of a 
small and healthy family. Once the parents have confidence 
that their children will survive, they will have fewer children. 
A comprehensive nutrition programme, therefore, should not 
only aim at improvement of diet but also at improvement of 
environmental sanitation, control of infections, provision of 
protected water supply, nutrition and health education and 
family planning. An integrated programme, including such 
mutually reinforcing components, will be the most rewarding 
strategy in the Indian context. 


Such a strategy must simultaneously encompass pro- 
grammes and services related to environmental sanitation in 
villages and towns, disposal of sewage and wastes and the 
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universal immunisation programme against tetanus for expec- 
tant mothers and against smallpox, enteric diseases, diptheria 
and tuberculosis for infants and very young children. The priority 
areas in maternal and child health services will have to be 
management of pregnancy and child birth, child heaith and 
family planning. Basic services needed are antenatal, natal and 
postnatal care, health supervision of infants and children etc. 
Health and nutrition education forms an essential part of this 
package. The prime emphasis must still lie on primary educa- 
tion and functional literacy without which any message on 
health, nutrition or family planning is extremely difficult to put 
across. 


Two important lessons from the experience of implement- 
ing for over two decades the programmes of child care and 
development in the country have surfaced. One is that none of 
the existing health, nutrition. education and other social wel- 
fare measures is nearly as effective as the situation demands, 
and the other, is that the fragmentary and compartmentalised 
approach is the reason for this lag. What safeguards mnst be 
provided to meet the existing and projected needs of our 
young population are reflected in the package of services 
envisioned for the ICDS programme. There is, undoubtedly, 
need to coordinate the activities of various departments and 
agencies concerned with children’s welfare, official and non- 
official, so that a true appraisal of the work being done—or 
yet undone—is possible. This is imperative for meaningful 
planning for the decade ahead. The Government's decision 
to set up a National Children’s Board to draw up a national 
policy for children has not come too soon. 
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Chart: 22 


Child Population in India ( 0-14 Years ) 
(I971- 2001) 
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Chart: 24 


Child Population of India ( O-I4) by Age and Sex 
i971 - 200! 
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TABLE 40 


Percentage Distribution of Total Population of India by Broad Age Groups 
7971 and 2001 


Sex Males Females 
Age Group 1971 2001 1971 2001 
0-14 41.9 31.8 42.2 31.8 
15-29 23.5 26.69 24.3 26.7 
30-59 28.7 34.0 275 33.85 
60+ 5.9 7.51 6.00 7.60 


Source: 1971: Census Figures. 
2001: Raghavchari’s Paper on Population Projections, Medium-2. 


125 


‘Le-Ovr “dd ‘Q00Z—-Lr6|L JuewdojarAag S,eipu/ Ui UOnejnddg : aviNOS 


S9LEG Scesrv Ev8Lyv VL-OL 
LS LOOL VLL8v7 L9OVLS 6-S 
GZ7LOL €GCCS 720SS v-0 
LO0Z 
vELOs LL6EV LLé97 €€c98 6L0CV vSLvy Evccs GZLOV 8g0¢V yL-OL 
O8s6e6 LVLSP 6E78Y 62606 Lvevy cegor * tCLL8 92SCV 96StV 6-G 
896COL €vlos SZ@8zG LL896 SETLP 6E967 98LbE £0097 ESLsr v-0 
9661 L66L 986L 
92208 SLE8E 8S8LV 8LOvZ LL8Se LVL8E 8L6V9 CEVLE 9CVEE vL-OL 
yroes L8v0r LGSCV 9P8L8 6LV6E LZvev LvicZ V8E9E E9L8E 6-S 
vlL06 9Levy 8EC9P LLOL8 LGGCYV OST L6S98 9V8LT SvLbV v-0 
je}O). sujewe4 soley je1o) sajewey sale JRIO sajewia4 sole dnoin oby 
L86L : 9L61 LL6L 
(spuesnoy? wi uonejndod) ’ 


uvondunssy Apyjiiey 
‘z-winipayy 0} Bulpio29y¥ LOOT—IZ6L xaS pue aby Aq (¢1-O) eipus so UOnendog pajaloid 


126 


ly 318VL 


% 


(spuesnoiy ul sasnby) 


LLv+ 
vliv+ 
66+ 
vSet+ 
LLo+ 
co i A 


UOI]EUeAY% 


006Stv~ 
0SS0S 


0868 
O9S0OL 


L861 


ZvS'EL+ 
€66'7L+ 
8eS‘OL+ 
LL0’6 + 
669°LL+ 
6L7'9L + 


jenuasasyig 


(spuesnoy) i uones;ndod) 


"BIDU] JO JUBWUJZAODH ‘SdIJO SjesatadD iesjsibayy ay} JO S}jaays pajAjsojoAD oIseq wos} payndwoy -easnvs 


OQOOL Odo&csvc OOOL  OFLOoce OOOL  O9SS6L O'00L OOLLZL 
98L OcLSY vst OLSOP GLt O€LVE VLL OvVg6T 
vV9E O8E68 eve OcSSZL 9te 08ZS9 6CE Ovc9S 
OST O€90LL ELV OLLPOL 687 0S9S6 L6Y 0c0c8 
% 9/61 % LZoL % 9961 % LOGL 


Z9'00'E 
78087 
680'VL' 
Lgg’€9'7 
ves'rs'c 
GE6'7V'7 
999'97'7 


Jeo] 


L86L-LOGL BIPYT My (bL-0) YaspfiyD 49 YORAQISIG 


sojewa4 


dnoib yL-o 


ev a1avLl 


CEE VSL v8e'Sv’6 ¥90'09'v 0ZE'S8'b 
L8z‘Lp'L 8g9'7L'S 088'E?'V 8L9'8b'v 
GZv'0v'i L6L'LO'S GLS‘88'€ 9L9'CL'b 
Lvs’ve'l BLO'VE'L vly'ss'e vO9'8Z'€ 
eGL'O€'l GZ7'89'9 L627’ SLE'Sr’e 
v60'SZ'L Lg9'G0'9 LOL‘Z6'Z QGr'eL'e 
vee'OL'L €S6'90'S vvs'e9'7 60r'E8'Z 
sojeue sojew 


sojeW [210] 


uoneindodg |e1oL 


vondunssy Aine E-wnipay spur ‘(LO0Z-LZ6L) Yoneindog pere/01g 


ty a1eVL 


—_— — - ee 


je1OL 


vL-LL 
Li-9 
970 


sue3A ul 


sdnoi6 aby 


‘Ov-6Ebr dd ‘QOOZ-LPEL JUewdojeAeGq s,elpu; ul UONe;Nndog UI UBUYDeAeYBEY “S Aq ,OOT-9L6} ‘SUOHOefO1Y4 UONe|INdOYG Wo} pajdepy -e27H0S 


LO0c 
9661 
L661 
S86L 
L86L 
9Z6L 
LZ6L 


aBsA 


127 


TABLE 44 


Sex Ratio and Dependency Ratio for 1971 and 2001, 


Comparative Study of 
Rural/Urban 


fe a aS 
Year Rural Urban Total 


———— ee 


ee a remnant Dei hel! 


Sex Ratio 1971 949 858 930 
2001 967 904 948 

ob eee ee 
Dependency Ratio 1971 8989 7861 8754 
2001 6835 5736 6494 


ee = ei a are ee eae 
Note: The above figures are computed from the population projections under 
Assumption Medium-2. 
Source: Social Services in Second India, Council for Social Development, New 
Delhi, Nov. 1974, Table : 6. 


TABLE 45 


Percentage of Population below a Minimum Level of Living 


—_—_$—$ 


Year Total Population Population below Percentage 
(in millions) minimum level 
(in millions) 


a re 


1957-58 410 238 58 
1960-61 435 235 54 
1967-68 514 247 48 
1973-74 594 232 39 
(226) (38) 
1980-81 688 176 27 
(145) (21) 


Note:— For computing percentage of population below a minimum level of 
living a standard of private consumption expenditure of Rs. 240 (in 
1960-61) per capita per year, has been adopted as a bare minimum. 
Figures in parentheses indicate lower bounds if some specific measures 
aimed at improving the economic status of the weaker sections of the 
society succeeded. 


Source: The Poor, the weak and the Fourth Plan, a cyciostyled paper by 
B. S. Minhas. 
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APPENDIX : A 
DECLARATION OF GENEVA 


At its plenary session of 26th September 1924, the Fifth 
Assembly of the League of Nations unanimously adopted 
the following resolution : “The Assembly endorses the 
Declaration of Rights of the Child, commonly known as the 
Declaration of Geneva, and invites the States Members of the 


League to be guided by its principles in the work of child 
welfare”. 


By the present Declaration of the Rights of the Child, 
commonly known as the “Declaration of Geneva”, men and 
women of all nations, recognising that mankind owes to the 
Child the best that it has to give, declare and accept it as 
their duty that, beyond and above all considerations of race, 
nationality or creed : 

1. The child must be given the means requisite for its 

normal development, bothm aterially and spiritually. 

2. The child that is hungry must be fed ; the child that is 
sick must be nursed ; the child that is backward must 
be helped ; the delinquent child must be reclaimed ; 
and the orphan and the waif must be sheltered and 
succoured. 

3. The child must be the first to receive relief in times of 
distress. 

4. The child must be put ina position to earn a liveli- 
hood, and must be protected against every form of 
exploitation. 

5. The child mustbe brought up in the consciousness 
that its talents must be devoted to the service of its 
fellow-men. 
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Declaration of the Rights of the Child 


In 1923 the Save the Children International Union, which 
was later to become the International Union for Child Welfare 
(I.U.C.W.), promulgated the first Declaration of the Rights of 
the Child, also called “Declaration of Geneva’, which set 
forth in five points the rights of the child and the duties of 
humanity towards him. In 1924 this declaration was adopted 
by the League of Nations which ten years later, confirmed its 
adhesion to this text, thereby consecrating it as the “World 
Children’s Charter”. 


In the aftermath of the Second World War, the United 
Nations Organisation was asked to adopt the Declaration of 
Geneva, with a few modifications. In 1948, the General 
Council of the International Union for Child Welfare accepted 
a revised text counting seven points and including an addi- 
tional clause on non-discrimination based on race, nationality 
and religious faith—concept previously contained in the 
preamble—and another implying the concept that the child 
should be helped with due respect for the integrity of his 
family. Some further specifications were also added, mainly 
relating to provisions for social welfare and security. 


In 1950, the United Nations Economic and Social Council 
submitted a new project, but it was not until 1959, a month 
after the adoption of the Declaration of Human Rights by the 
United Nations General Assembly, that the latter adopted the 
new ten point Declaration of the Rights of the Child, which 
incorporates all the principles set out in the Declaration of 
Geneva. Following is the text of the declaration : 


Whereas the peoples of the United Nations have, in the 
Charter, reaffirmed their faith in fundamental human rights, 
and _ in the dignity and worth of the human person, and have 


determined to promote social progress and better standards 
of life in larger freedom. 
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Whereas the United Nations has, in the Universal Declara- 
tion of Human Rights, proclaimed that every one is entitled to 
all the rights and freedoms set forth therein, without distinc- 
tion of any kind, such as race, color, sex, language, religion, 
political or other opinion, national or social origin, property, 
birth or other status. 


Whereas the child, by reason of his physical and mental 
immaturity, needs special safeguards and care, including 
appropriate legal protection, before as well as after birth. 


Whereas the need for such special safeguards has been stated 
in the Geneva Declaration of the Rights of the Child of 1924, 
and recognized in the Universal Declaration of Human Rights 
and in the statutes of specialized agencies and international 
organizations concerned with the welfare of children. 


Whereas mankind owes to the child the best it has to give. 
Now therefore, The General Assembly Proclaims this Decla- 
ration of the Rights of the Child to the end that he may have a 
happy childhood and enjoy for his own good and for good of 
society the rights and freedoms ‘herein set forth, and calls 
upon parents, upon men and women as individuals and upon 
voluntary organizations, local authorities and national govern- 
ments to recognize these rights and strive for their observance 
by legislative and other measures progressively taken in 
accordance with the following principles : 


1. The child shall enjoy all the rights set forth in this 
Declaration. All children, without any exception whatsoever, 
shall be entitled to these rights, without distinction or discri- 
mination on account of race, color, sex, language, religion, 
political or other opinion, national or social origin, property, 
birth or other status, whether of himself or of his family. 


2. The child shall enjoy special protection and shall be 
given opportunities and facilities, by law and by other means, 
to enable him to develop physically, mentally, morally, spiritually 
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and socially in a healthy and normal manner and in condi- 
tions of freedom and dignity. In the enactment of laws for 
this purpose the best interests of the child shall be the para- 
mount consideration. 

3. The child shall be entitled from his birth to a name 
and a nationality. 

4. The child shall enjoy the benefits of social security. He 
shall be entitled to grow and develop in health; to this end 
special care and protection shall be provided both to him and 
to his mother, including adequate prenatal and post-natal 
care. The child shall have the right to adequate nutrition, 
housing, recreation and medical services. 


5. The child who is physically, mentally or socially handi 
capped shall be given the spécial treatment, education and 
care required by his particular condition. 


6. The child, for the full and harmonious development of 
his personality, needs love and understanding. He shall, 
wherever possible, grow up in the care and under the responsi- 
bility of his parents, and in any case in an atmosphere of 
affection and of moral and material security; a child of tender 
years shall not, save in exceptional circumstances, be separat- 
ed from his mother. Society and the public authorities 
shall have the duty to extend particular care to children 
without a family and to those without adequate means of 
support. Payment of state and other assistance toward the 
maintenance of children of large families is desirable. 


7. The child is entitled to receive education, which shall 
be free and compulsory, at least in the elementary stages. He 
shall be given an education which will promote his general 
culture, and enable himon a basis of opportunity to deve- 
lopment, and his sense of moral and social responsibility, and 
to become a useful member of society. 


The best interests of the child shall be the guiding princi- 
ple of those responsible for his education and guidance; that 
responsibility lies in the first place with his parents. 
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The child shall have full opportunity for play and recréa- 
tion, which should be directed to the Same purposes as 
education; society and the public authorities shall endeavor 
to promote the enjoyment of this right. 


8. Tha child shall in all circumstances be among the first 
to receive protection and relief. 


9. The child shall be protected against all forms of neglect, 
cruelty and exploitation. He shall not be the subject of 
traffic, in any form 


The child shall not be admitted to employment before 
an appropriate minimum age; he shall in no case be caused 
Or permitted to engage in any occupation or employment 
which would prejudice his health or education, or interfere 
with his physical, mental or moral development. 


10. The child shall be protected from practices which may 
foster racial, religious and any other form of discrimination. 
He shall be brought up in spirit of understanding, tolerance, 
friendship among peoples, peace and universal brotherhood 
and in full consciousness that his energy and talents should 
be devoted to the service of his fellow men. 
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APPENDIX : B 


Government of India Department of Social Welfare 
New Delhi, the 22nd August, 1974 


SUBJECT—National Policy for Children 


RESOLUTION 


No. 1-14/74-CDD.-—-The Government of India have had 
under consideration the question of evolving a national policy 
for the welfare of children. After due consideration, it has 
been decided to adopt the policy enunciated below:— 


Introduction 


1. The nation’s children are a supremely important asset. 
Their nurture and solicitude are. our responsibility. Children’s 
programme should. find a prominent. part in our national 
plans for the development of human resources, so that our 
children grow up to become. robust citizens, physically fit, 
mentally alert and morally healthy, endowed with the skills 
and motivations needed by society. Equa! opportunities for 
development to all children during the period of growth should 
be our aim, for this would serve our larger purpose of reduc- 
ing inequality and ensuring social justice. 


Goals 


2. The needs of children and our duties towards them have 
been expressed in the Constitution. The resolution on a 
National Policy on Education, which has been adopted by 
Parliament, gives direction to State Policy on the educational 
needs of children. We are also party to the U.N. declaration 
of the Rights of the Child. The goals set out in these docu- 
ments can reasonably be achieved by judicious and efficient 
use of the available national resources. Keeping in view these 
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geals, the Government of India adopts this Resolution on the 
National Policy for Children. 


Policy and measures 


3. It shall be the policy of the State to provide adequate 
services to children, both before and after birth and through 
the period of growth, to ensure their full physical, mental and 
social development. The State shall progressively increase the 
scope of such services so that, within a reasonable time, all 
children in the country enjoy optimum conditions for their 
balanced growth. In particular, the following measures shall 
be adopted towards the attainment of these objectives : 


(i) All children shall be covered by a comprehensive 
health programme. 


(ii) Programmes shall be implemented to provide nutrition 
services with the object of removing deficiencies in the 
diet of children. 


(iii) Programmes will be undertaken for the general 
improvement of the health and for the care, nutrition 
and nutrition education of expectant and nursing 
mothers. 


(iv) The State shall take steps to provide free and compul- 
sory education for all children upto the age of 14 for 
which a time-bound programme will be drawn up 
consistent with the availability of resources. Special 
efforts will be made to reduce the prevailing wastage 
and stagnation in schools, particularly in the case of 
girls and children of the weaker sections of society. 
The programme of informal education for pre-school 
children from such sections will also be taken up. 


(v) Children who are not able to take full advantage of 
formal school education shall be provided other forms 
of education suited to their requirements. 

(vi) Physical education, games, sports and other types of 
recreational as well as cultural and scientific activities 
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(vii) 


(viii) 


(ix) 


(x) 


(xi) 


(xii) 


(xiii) 


(xiv) 


(xv) 
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shall be promoted in schools, community centres and 
such other institutions. 


To ensure equality of opportunity special assistance 
shall be provided to all children belonging to the weaker 
sections of the society, such as children belonging to 
the Scheduled Castes and Scheduled Tribes and those 
belonging to the economically weaker sections, both 
in urban and rural areas. 


Children who are socially handicapped, who have 
become delinquent or have been forced to take to 
begging or are otherwise in distress, shall be provided 
facilities for education, training and rehabilitation and 
will be helped to become useful citizens. 


Children shall be protected against neglect, cruelty 
and exploitation 


No child under 14 years shall be permitted to be enga- 
ged in any hazardous occupation or be made to under- 
take heavy work. 


Facilities shall be provided for special treatment, 
education rehabilitation and care of children who are 
physically handicapped, emotionally disturbed or 
mentally retarded. 


Children shall be given priority for protection and 
relief in times of distress or natural calamity. 


Special programmes shall be formulated to spot, 
encourage and assist gifted children, particularly those 
belonging to the weaker sections of society. 


Existing laws should be amended so that in all legal 
disputes, whether between parents or institutions, the 


interests of children are given paramount considera— 
tion. 


In organising services for children, efforts would be 
directed to strengthen family ties so that full poten- 
tialities of growth of children are realised within the 


normal family. neighbourhood = and community 
environment. 


Priority in programme formulation 


4. \n formulating programmes in different sectors, priority 
shall be given to programmes relating to 


(a) preventive and promotive aspects of child health; 

(b) nutrition for infants and children in the pre-school 
age along with nutrition for nursing and expectant 
mothers; 

(c) maintenance, education and training of orphan and 
destitute children; 

(d) creches and other facilities for the care of children of 
working or ailing mothers; and 

(e) care, education, training and rehabilitation of handi- 
capped children. 


Constitution of National Children’s Board 


5. During the last two decades we have made significant 
progress in the provision of services for children on the lines 
detailed above. There has been considerable expansion in 
the health, nutrition, education, and welfare services. Rise in 
the standard of living, wherever it occurred, has indirectly met 
children’s basic needs to some extent. But all this work 
needs a focus and a forum for planning and review, and 
proper coordination of the multiplicity of services striving to 
meet the needs of children. A National Children’s Board 
shall be constituted to provide this focus and to ensure at 
different levels continuous planning, review and coordination 
of all the essential services. Similar Boards may also be 
constituted at the State level. 


Role of Voluntary Organisations 


6. The Government shall endeavour that adequate 
resources are provided for child welfare programmes and 
appropriate schemes are undertaken. At the same time, 
voluntary organisations engaged in the field of child welfare 
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will continue to have the opportunity to develop, either on 
their own or with State assistance, in the field of education, 
health, recreation and social welfare services. India has a 
tradition of voluntary action. It shall be the endeavour of the 
State to encourage and strengthen voluntary action so that 
State and voluntaty efforts complement each other. The 
resources of voluntary organisations, trusts, charities and 
religious and other endowments would have to be tapped to 
the extent possible for promoting and developing child welfare 
programmes. 

Legislative and Administrative Action 

7. To achieve the above aims, the State will provide 
necessary legislative and administrative support. Facilities 
for research and training of personnel will be developed to 
meet the needs of the expanding programmes and to improve 
the effectiveness of the services. 

People’s participation “ 

8. The Government of India trust that the policy enuncia- 
ted in this statement will receive the support and cooperation 
of all sections of the people and of organisations working for 
children. The Government of India also calls upon the citi- 
zens, State Governments, local bodies, educational institutions 
and voluntary organisations to play their part in the overall 
effort to attain these objectives. 

P. N. LUTHRA 
Secretary to the Government of India. 
ORDER 

ORDERED that a copy of the resolution be communicated 
to the Cabinet Secretariat, the Prime Minister's Secretariat, all 
the Ministries/Departments of the Government of India, the 
Planning Commission, the State Government and the Govern- 
ments/Administrations of Union Territories— 

ORDERED also that the resolution be published in the 
Gazette of India for general information. 

P. N. LUTHRA 
Secretary to the Government of India. 
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APPENDIX : °C 


LEGISLATION CONCERING CHILDREN IN INDIA 


List of Central Acts Concerning Children 


Personal! Laws 


. Female Infanticide Prevention Act—1870 
. Indian Majority Act—1875 
. Guardianship and Wards Act—1890 


Hindu Marriage Act—1955 © 


. Hindu Inheritance Act—1955 

. Hindu Minority and Guardianship Act—1956 
. Hindu Adoption and Maintenance Act—1956 
. Children Act—1960 


Child Health 


. Vaccination Act—1880 


Child Employment 


. Factories Act—1881 

. Apprentices Act—1850 

. Children (Pledging of labour) Act—1933 
. Employment of Children. Act—1938 

. Motor Vehicle Act—1939 

. Factories Act-1948 

. Plantation Labour Act—1951 

. Mines Act—1952 

. Indian Merchant Shipping Act—1958 

. Motor Transport Workers Act-1961 


Child Marriage 


. Child Marriage Restraint Act—1929 
. Hindu Marriage Act—1955 


Noor wh - 
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Probation and Reformatory Services 


_ Reformatory Schools Act—1897 
_ Probation of Offenders Act—1958 
_ Suppression of Immoral Traffic Act—1956 


Children Homes 


- Women and Children’s Institutions (Licensing) Act—1 956 
. Orphanages and other Charitable Homes (Supervision and 


Control) Act—1960 
Crimes and Criminal Procedure 


_ Indian Penal Code Amendment Act—1949 
- Code of Criminal Procedure Act—1973 


List of State Acts Concerning Children 
Andhra Pradesh 


. Hyderabad Children Protection Act—F. 1343 

. Hyderabad Court of Wards Act—F. 1350 

. Hyderabad Prevention of Beggary Act—F. 1350 

. Hyderabad Children Act—1951 

. Hyderabad Vaccination Act—1951 

. Hyderabad Shops and Commercial Establishment Act—-1951 
. Hyderabad Compulsory Primary Education Act—1952 


F = Fazali Era 
Assam 


. Assam Court of Wards Act—-1879 

. Assam Students and Juvenile Smoking Act—1923 

. Assam Primary Education Act—1926 

. Assam Shops and Commercial Establishments Act—1948 
. Assam Court of Wards (Delegation of Powers: Act—1943 
. Assam Prevention of Beggary Act -1964 

. Assam Children Act—1971. 


Bihar 


. Bihar Court of Wards Act—1879 
. Bihar and Orrissa Primary Education Act—1919 
. Bihar Prevention of Beggary Act—1251 
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. Bihar Shops and Establishment Act—1 954 

- Reformatory Schools (Bihar Amendment) Act —1956 
. Bihar Supervision of Orphanages Act—1957 

. Bihar Children Act—1969 


Bombay 


. Bombay Vaccination Act—1877 

. Bombay Court of Wards Act—1905 

. Bombay Borstal Schools Act—1929 

. Bombay Probation of Offenders Act—1938 

. Bombay Shops and Establishment Act—1948 
. Bombay Primary Education Act—1947 

. Bombay Children Act—1948 

. Bombay Prevention of Begging Act—1959 


Jammu and Kashmir 


. & K. Guardians and Wards Act—BK 1977 

. & K. Court of Wards Act—BK 1977 

. & K. Majority Act— BK 1977 

. & K. Infant Marriage Prevention Act—BK 1985 

. & K. Juvenile Smoking Act—BK 1986 

. & K. Primary Education Act—BK 1986 

. & K. Suppression of Immoral Traffic Act—BK 1991 
. & K. Children (Pledging of Labour) Act—BK 2002 
. & K. Vaccination Act—BK 2006 

. & K. Factories Act—1957 

. & K. Children Act—1969 


BK = Bikrami Era 


Kerala 


. Travancore Court of Wards Act—K 1110 
. Cochin Court of Wards Act—K 1097 
. Cochin Children Act —K 1111 


Cochin Juvenile Smoking Act—K 1096 


_ Travancore Prevention of Begging Act—K 1120 
_ Travancore Children Act—K 1120 
. Travancore Borstal Schools Act—K 1120 
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_ Cochin Vagrancy-Act—K 1120 

_ Travancore Primary Education Act—K 1121 
_ Free Compulsory Education Act— K 1123 

_ Travancore Cochin Shops and Establishment Act— 


K 1125 


_ Elementary Education Act—1920 


K=Killam Year 
Madhya Pradesh 


- Central Provinces Court of Wards Act —1889 
_ Madhya Pradesh Borstal Act 1928 
_ Madhya Pradesh Children Act—1928 


Madhya Pradesh Juvenile Smoking Act—1929 
Bhopal State Protection of Orphans Act—1930 


. Compulsory Primary Education Act—1949 
- Prevention of Children’s taking of Intoxicants Act—1 950 
_ Vindhya Pradesh Primary Education Act—1952 
- Women and Children Institutions Licencing Act—1954 
_ M.P. Primary Education Act— 1956 

_ Madhya Pradesh Children Act—1970 


Madras 


. Madras Court of Wards Act—1902 

. Madres Children Act—1920 

. Madras Elementary Education Act—1920 

. Madras Borstal Schools Act—1926 

. Madras Probation of Offenders Act—1937 

. Madras Prevention of Begging Act—1945 

. Madras Shops and Establishment Act 1947 


Nysore 


. Mysore Prevention of Juvenile Smoking Act—1911 
. Mysore Borstal Schools Act—1943 

. Mysore Children Act—1943 

. Mysore Prohibition of Beggary Act—1944 

. Mysore Probation of Offenders Act—1943 

. Mysore Shops and Establishment Act—1948 

. Mysore Children Act—1964 
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Orissa 


- Orissa Court of Wards Act—1947 
. Orissa Basic Education Act—1951 
. Orissa Shops and Commercial Establishments. Act—1956 


Punjab 


- Punjab Juvenile Smoking Act—1918 

. Punjab Primary. Education Act—1919 

- Punjab Primary Education Enforcement Act—1926 

- Punjab Shops and Commercial Establishments Act—1 925 


Punjab Borstal Schools Act—1926 
Punjab Primary Education Act—1940 


. East Punjab Children Act—1949 
. Punjab Court of Wards (Repeal, Act—1956. 
. Punjab Court of Wards (Validation of Exercise of Powers) 


Act—1957 


. Punjab Vaccination Act-1953 


Rajasthan 


. Rajasthan Prevention of Juvenile Smoking Act—1950 

. Rajasthan Court of Wards Act—1951 

. Rajasthan Vaccination Act—1957 

. Rajasthan Shops and Commercial Establishments 


Act—1958 


. Rajasthan Children Act—1970 


Saurashtra 


. Saurashtra Children Act—1954 


Uttar Pradesh 


U. P. Court of Wards Act—1912 

U. P. Primary Education Act—1919 

U. P. S. I. T. Act—1933 

U. P. Borstal Act—1938 

U. P. Shops and Commercial Estabilishment Act—1947 
U. P. Children Act--1951 

U. P. Women’s and Children’s Institutions (Control) Act— 
1957 
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West Bengal 


. Bengal Court of Wards Act—1879 
. Bengal Vaccination Act—1880 
. Bengal Juvenile Smoking Act—1919 
. Bengal Primary Education Act—1917 
. Bengal Children Act—1922 
. Bengal Borstal Schools Act—1928 
. Bengal Rural Primary Education Act—1930 
. Bengal Shops and Establishment Act—1940 
9. Bengal Court of Wards (Amendment) Act—1941 
10. Bengal Vagrancy Act—1943 
11. Bengal Orphanages Act—1944 
12. West Bengal Probation of Offenders Act—1954 
13. West Bengal Children Act—1959 
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List of Bal Sevika Training Centres in India* 


(Under the Indian Council for Child Welfare) 


Sr. No. Name of the State Name of the Place 


ne 


: Andhra Pradesh Hyderabad 
<: Bihar Patna 

3. Gujarat Junagarh 
4. Delhi Delhi 

5. Kerala Trivendrum 
6. Maharashtra 1. Kesbad 2. Hingane 
ins Madhya Pradesh Indore 

8. Mysore Bangalore 
9. Punjab Chandigarh 
10. Rajasthan . Jaipur 

11. Tamil Nadu Madras 
rs Uttar Pradesh Lucknow 
43. West Bengal Calcutta 
14. Manipur Imphal 


Re a 


* Sourcebook for Pre-school Education, Indian Association for Pre-School 
Education, Baroda. 1972, p 71. 
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List of Family and Child Welfare Training Centres in 
india Run by. the Central Social Welfare Board* 


Sr. No. Name and Address of the Training Centre Name of the State 


—_—<—_$_—— rn 


hs 


1; Family and Child Welfare Training Centre, ’ Tamil Nadu 


P. O. Gandhigram, 
Distt. Madurai. 


2 Family and Child Welfare Training Centre, Gujarat 
“Sri V. T. K. Institute of Rural Development, 
M. S. University of Baroda, 
At & Post Samiala, 
Distt. Baroda. 

oh Visva Bharati Family and Child Welfare West Bengal 
Training Centre, Sriniketan, ra P 
P. O. Sriniketan, 
Distt. Birbhum. 

4. Family and Child Welfare Training Centre, Madhya Pradesh 
K. G. N. M. Trust, 4 
P. O. Kasturbagram, Indore. ; 

5. Family and Child Welfare Training Centre, Uttar Pradesh: 
Allahabad Agricultural Institute, 
P. O. Agricultural Institute, 


Allahabad. _ 

6. Family and Child Welfare Training Centre, New Delhi 
Jamia School of Social Work, 
New Nethi. 


EE 


* Sourcebook tor Pre-School Education, op. cit., p. V2 
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